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SOME ASPECTS OF PRESENT 
DAY WAR SURGERY 


MAJOR A. M. DAVIDSON, R.C.A.M.C., 
Ottawa 


IT HAS BEEN SAID On many occasions that a great 
many lessons learned about war surgery are 
forgotten between the wars. In view of this, the 
author felt that a few of the observations made 
by him while serving in Korea were worth re- 
cording. Among these may be included some of 
the results of research programs carried out at 
surgical centres in Korea, such as improved 
techniques of blood vessel surgery, studies on 
wound ballistics, body armour and resuscitative 
measures involving the use of dextran, whole 
blood and serum albumin. A special shock re- 
search team operated in the field employing 
elaborate laboratory equipment such as the flame 
photometer and an artificial kidney. From these 
studies a great deal has been learned about 
electrolytes and body response to trauma, ap- 
plicable to both civilian and military surgery. 

The author did not arrive in Korea until 
February of 1952; however, personnel of the 25 
Canadian Field Surgical Team were attached to 
an American Mobile Army Surgical Hospital, the 
8055 MASH, from October, 1951 to August, 1952. 
It made an excellent working arrangement and 
many valuable lessons were learned by all ranks 
who had the privilege of such an association. 

While the principles of war surgery have not 
changed since 1945, the methods of applying 
some of these principles have been greatly im- 
proved. The concept of treating wounds at dif- 
ferent echelons has proved its worth so that we 
still have the initial surgery in the field, with 
the reparative and reconstructive phases at the 
base hospital or zone of the interior if the 
severity of the wound necessitates evacuation of 
the soldier to his homeland. 

The following report will be broken down into 
two main divisions: 

I. Organization and physical layout of a 
MASH or Mobile Army Surgical Hospital, in- 
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cluding some items of equipment of special 
interest. 

II. Outline of current practices in war surgery. 


I. AN AMERICAN MosILE ARMY 
SuRGICAL HOspPITAL 


1. General.—This type of unit first made its 
appearance early in the Korean campaign. It was 
intended to serve the function played in the last 
war by one platoon of an American Field Hos- 
pital. Considering the mountainous terrain of 
Korea, with poor lines of communication, it was 
felt that relatively small, independent surgical 
units were preferable. Originally they were de- 
signed to have only 60 beds, but in November, 
1951, when it became apparent that a more or 
less static war was to follow, the bed capacity 
was increased to 200. In the fall of 1952, when it 
seemed that the front might change, the bed 
capacity was again reduced to 60 beds to permit 
greater mobility. 

Evacuation of the casualty following operation 
was carried out as soon as condition permitted. 
Abdominal and thoracic wounds generally were 
kept at least 5 or 6 days, as was the policy in 
the last war. Arterial anastomoses were held 
somewhat longer, sometimes 10 or 12 days, to 
insure that circulation was satisfactory prior to 
movement. Less severe wounds, including com- 
pound fractures and amputations, were usually 


- evacuated in 24 to 48 hours. 


The main réle of this type of unit is to provide 
forward surgery, especially for the non-transport- 
able patients. Primarily, this includes the acute 
emergencies such as thoracic and abdominal 
wounds, head injuries, compound fractures and 
traumatic amputations. However, most battle 
and accident cases were handled at these units 
providing the tactical situation permitted. When 
the volume of work was heavy, the less serious 
cases were evacuated to a rear echelon for pri- 
mary surgery. 

The outstanding feature of present day war 
surgery is the marked reduction in mortality 
rates. Counting .all casualties that arrived at 
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MASH’s in Korea, including those dead on ar- 
rival, they have been reduced to 4/5 of 1%, i.e., 
0.80% in the last year. This encouraging im- 
provement is attributable not only to recent ad- 
vances in the medical field such as a broader 
range of antibiotics, better anzesthetic agents and 
resuscitative measures, but also to rapid evacua- 
tion. The helicopter has been responsible for 
saving many lives, as now the seriously wounded 
man can reach surgery within a matter of min- 
utes rather than hours. Body armour, which has 
been used extensively in Korea, has no doubt 
helped much, not only in preventing some 
wounds but in reducing the severity of others. 
By use of this laminated nylon vest which weighs 
only twelve pounds, it is obvious that some 
wounds which were more or less trivial might, 
without protection, have been fatal. 


Another important fact to note is that these 
advanced surgical installations were located well 
forward, within 10 or 12 miles of the front line 
units. However, this would mean a 15 to 20 mile 
ambulance ride by road which might take one to 
four hours depending on road conditions and 
traffic. Although the helicopter is being used 
more and more, the jeep and motor ambulances 
are bound to remain the principal means of 
primary evacuation for the great majority of 
casualties in any war. We must also realize that 
in the event of a war with large numbers of 
casualties, only a small proportion of the severely 
wounded men will be transported by air. The 
longer this type of casualty is denied primary 
surgery, the higher will be our mortality rate. 

2. Evacuation.—Evacuation by helicopter has 
been used very extensively in Korea. They are 
intended to be used only for the seriously 
wounded man or in some cases the removal of 
casualties from an area where, because of terrain 
or battle conditions, evacuation by normal means 
would be impossible. Four or five helicopters 
were stationed at our hospital and when one 
was requested by the medical officer, a message 
would be sent through divisional and corps 
headquarters. The pilots would then be given 
the particulars and leave immediately. 

Although previously chest wounds were con- 
sidered to be a contra-indication for air evacua- 
tion, the reverse has been the case with the 
helicopter in Korea. By this means the severely 
wounded man can be moved quickly and with 
relatively little jarring to the surgical centre and 
thus arrive in infinitely better condition than in 
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former wars. This type of evacuation has been 
found to be the best, without exception, for all 
serious casualties. The general rule was to hold 
patients long enough after operation so that 
their condition was suitable for movement by 
motor ambulance and/or hospital train. Where 
rapid transportation to a rear area was impera- 
tive, the helicopter was again used. 

This type of aircraft is especially suitable, as 
it can fly at low altitudes of 300 to 500 feet with 
very little jarring. They can be set down very 
gently so as not to disturb the patient. If neces- 
sary, plasma, dextran or blood transfusion can 
be started before the take-off and maintained 
during the flight. The Sikorsky H-5 helicopter 
is the type used most extensively in Korea, and 
with it two stretcher cases can be carried in 
“capsules” attached to the sides of the aircraft. 
The H-19 model was used at times especially 
by the Marine division. 

This division held the sector on the coastal 
flank of the western front. They evacuated their 
casualties with the larger aircraft, which could 
carry five stretchers, to a hospital ship anchored 
just outside Inchon. The helicopters, making 
sometimes 30 or 40 flights a day, would land on 
the deck. The facilities on board these ships have 
to be seen to be appreciated; they are complete 
in every detail. The equipment is ultra-modern 
and every conceivable convenience possible has 
been included so that a large volume of all types 
of surgery can be done. 


The helicopter, requiring only a very small area to 
set down, could be employed for front line evacuation, 
i.e., from a regimental aid post if necessary. Usually, 
however, to avoid the danger of being hit by the enemy 
or being seen on the way in or out and so drawin 
enemy fire to the landing area, the casualty was picke 
up, if possible, at a casualty collecting post or advanced 
dressing station situated two to five miles behind the 
lines. The pilot, when approaching the designated area 
would have to exercise caution not to be observed b 
the enemy. Frequently they would have to fly a round- 
about route to go up between certain hills in order to 
avoid being seen by the enemy. Landing would be at a 
pre-designated map reference marked by a ground panel 
which usually consisted of a red cross on a white canvas 
back-ground. As the aircraft was seen to be approaching, 
a coloured smoke bomb would be released on the 
ground to confirm the landing spot and indicate wind 
conditions to the pilot. 


The wounded soldier would thus be back at 
the advanced surgical centre within a relatively 
short time after his R.M.O. had requested this 
rapid form of evacuation. Frequently, casualties 
were seen to arrive at the MASH within 30 or 
40 minutes of wounding. However, as a rule, it 
was usually somewhat longer due to the time 
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taken to obtain an aircraft as well as that neces- 
sary for immediate medical attention. It was 
often found better to keep some of the severely 
wounded cases forward until adequate resuscita- 
tion had been initiated. 

Although it is agreed that this latest means 
of casualty evacuation is far better for the 
serious casualty, we must not forget that it has 
certain limitations. A relatively small proportion 
of casualties in a large campaign could be 
handled as the cost of these aircraft is very 
great, much more than small monoplanes. They 
cannot be used in adverse weather conditions 
such as high velocity or turbulent wind, heavy 
rain or snow. Although occasionally in Korea 
pilots would venture out in the bright moonlight, 
they are intended only for daylight rescue. In 


cas 


Fig. 1.—View of 8055 MASH from the Air showing pre- 
operatives, postoperatives and operating rooms under 
pre-fabricated structures, 
addition, they would not be practical near the 
front in the type of terrain where they could 
readily be seen by the enemy. 

3. Organization of a MASH.—Usually there 
were sufficient people on strength of the unit 
to man eight operating teams, i.e., four teams 
working twelve hour shifts, day and night. As a 
rule, only two or three male anesthetists were at 
our unit. However, this deficit was made up by 
the employment of nurses who had been well 
trained in ‘anesthesia. Although considerable 
argument is bound to arise as to the wisdom of 
this, these nurses, almost without exception, 
could be depended upon to give a good safe 
anesthetic. They would keep an eye on the re- 
suscitative measures that had been instituted, 
but it was the responsibility of the surgeon to 
supervise this also. In addition, three non- 
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specialist medical officers were provided to take 
care of the receiving and postoperative wards. 
The relatively few nurses—17 in all—meant that 
the active nursing procedures were as a rule 
carried out by. the corpsmen, who generally pro- 
vided very efficient dependable workers. In most 
cases any necessary surgical assistance was pro- 
vided by enlisted personnel, the operating room 
nurse being kept busy supervising. 

In severely wounded men, providing the 
volume of work permitted, two or more surgeons 
would work together, sometimes in two indi- 
vidual teams, attending the wounds of different 
parts of the body simultaneously. This would cut 
down the operating time considerably and often 
made the difference between life and death. It is 
to be remembered that in the type of war we are 
now fighting most casualties are the result of 
mines, grenades, mortar and heavy shelling. 
These types of weapons generally cause multiple 
wounds in distinction to those caused by the 
rifle bullet. 

4. Layout of 8055 MASH .—This is best illus- 
trated by the accompanying ‘photographs. The 
aerial view in diagram shows the trench system 
along the 38th parallel on which the hospital is 
situated. It is here, of course, where the fighting 
originally started in June, 1950. Beneath the 
camp, scores of buried bodies of Chinese and 
Koreans are said to exist. Because of the shallow 
depth of the graves, remains were occasionally 
encountered in digging latrines and driving tent 
pegs. The entire camp was covered with sand 
which contributed much to the cleanliness and 
orderly appearance of the unit. It was situated 
in a mountainous valley at the junction of two 
rivers. These features together with the more 
important fact—especially in a country like Korea 
—that it was located some distance from any 
civilian community helped to maintain a high 
standard of sanitation. 

This unit being mobile was originally com- 
pletely under tents. In December, 1951, when it 
appeared that a truce was possible and if not a 
truce a relatively static defensive type of war, 
the operating and the pre- and post-operative 
wards were constructed of prefabricated wood 
and corrugated sheet metal. This was a distinct 
advantage, not only in facilitating operative 
arrangements, but also in maintaining this part 
warm during the winter. Heating of these most 
important sections, where avoidance of open 
flame was desirable, was done by Herman- 
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Nelson burners. The remainder of the hospital 
was heated by smaller Sibley gasoline stoves as 
well as kerosene burning space heaters. These, 
although hazardous, provided adequate heat but 
not always of a constant degree. 

Sand was used throughout the entire hospital 
for the floor, except in the operating room where 
it was constructed of planks. This was a great 
asset which permitted the floors to be mopped 
frequently. The cracks between these floor boards 
allowed for drainage of blood, as well as water 
which was used copiously as an irrigating solu- 
tion during debridement. 

The lay-out of the hospital lent itself to maxi- 
mum efficiency in almost every respect possible 
in the field. The admission and discharge office 


Fig. 2.—View of one end of preoperatives ward showing 
stretchers on top of canvas cots. 


a ae 


situated adjacent to the receiving section was 
small, but orderly and compact. Here the clerks 
were kept busy documenting casualties of several 
different nationalities as well as being respon- 
sible for security of weapons and personal effects 
which accompanied the soldier on admission. 
The receiving ward was equipped with a 
portable field x-ray unit and all the necessary 
equipment and dressings to treat the incoming 
casualties. Twenty-four canvas cots were located 
in this section, on top of which the casualty was 
placed without removing him from his stretcher. 
He would immediately be seen by a medical 
officer and his condition assessed. The laboratory 
and blood bank was located in a wing just off 
this ward, so that blood was available immedi- 
ately after matching. The dark room was also 
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incorporated in the laboratory—a tent within a 
tent. X-rays taken on admission were developed 
immediately and followed the patient through 
the hospital so that they could always be referred 
to by the doctors. They would accompany the 
patient during his course of evacuation as a 
permanent record of his original injury. 

After the necessary preliminary investigation 
had been carried out and resuscitative measures 
initiated, the patient was moved to the preopera- 
tive ward where there were 18 cots on which 
the stretchers were placed. Blood, plasma and 
other parenteral fluid containers were supported 
either by hanging from the cross supports of the 


roof by hooks or else by light, collapsible intra- 


venous stands. At one end of this room all 
necessary equipment was spread out on a 
counter to be readily available. Other equipment 
and supplies not in use were left in their pan- 
niers so that, in event of a sudden move, packing 
could be done quickly. 

The operating room design led to optimum 
efficiency. Four tables and a trestle on which 
a fifth stretcher could be placed were all under 
one roof with no partitions. This meant that there 
was no waste space. If necessary, conversation 
could be carried out between teams while work- 
ing. If an additional man was required to do 
something, he could easily be called from an- 
other table to attend to the matter. This arrange- 
ment, which is very good while handling many 
casualties in the field, is of course unheard of in 
civilian hospitals, but in times of national emer- 
gency it may be very useful. The patient was 
not removed from the stretcher to be put on the 
operating table; instead the stretcher was placed 
on top of heavy blocks of wood at each end of 
the table. Notches were cut in these blocks for 
the handles so that the stretcher would not move. 
This method minimized any accentuation of the 
trauma, which is so important in critically ill 
patients with compound fractures, belly and 
chest wounds. 

Forty cots were located in the immediate post- 
operative ward. By the time the patient arrived 
here his fractures had been immobilized and 
other wounds treated so that he could be moved 
off the stretcher. The cots in this ward were 
equipped with air mattresses which added con- 
siderably to the comfort of the postoperative 
patient. Linen sheets were available during the 
summer months. The type of gastric suction used 
was particularly efficacious and will be described 
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below. A portable suction machine to clear the 
naso-pharynx or tracheotomies in case of emer- 
gency was always available here. This item 
which should be considered an essential in a 
postoperative ward is often hard to find in many 
a civilian hospital. The ward was supervised con- 
stantly by a general duty medical officer and two 
female nurses. 

5. Equipment of special interest.— 

(a) Portable orthopzedic table. This was made 
of cast aluminum and iron tubing. It was light 
and could be quickly assembled or taken apart 
so that it could be carried around in a wicker 
pannier. It was used on top of an ordinary 


operating table for putting on hip spicas. Support - 


of the trunk and head was achieved by use of 
Thomas splint with the ring end placed cephally 
and resting on a box. After the plaster had set, 
this was easily withdrawn and the patient lifted 
from the table. 

(b) Half ring Thomas splint. From observa- 
tions of many cases in which both the American 
and the older conventional type Thomas splints 
have been used, it is personally felt that the 
newer modification is much superior. At the 
upper end, the half ring makes application much 
easier so that less movement of bone fragments 
results. A strap is provided at the upper end so 
that the splint can be firmly secured here. The 
leg can be held firmly in place by means of a 
cross bar which is strapped to the ends of the 
stretcher, which in turn is fixed by two thumb 
screws to the splint proper by means of a verti- 
cal foot piece. A canvas hitch is provided which 
fits over the dorsum of the foot and os calcis. 
This permits good tension evenly distributed 
which can be maintained by a buckle. In addi- 
tion to easier application with better immobiliza- 
tion, this arrangement has the added advantage 
of being much lighter and less bulky than the 
corresponding British pattern now employed by 
the Canadian Army. It is also felt that the 
American stretcher is preferable to ours in that, 
although sturdy, it is much lighter and better 
suited for air evacuation. Both these items which 
are to be adopted by the Canadian Army, are a 
definite improvement over previously used types. 

(c) Compressed cellucotton, for use as padding 
under a plaster of Paris body or hip spica. It is 
marketed in two pound packages of 12 inch 
width. Besides being more easily applied, it 
provides a greater degree of comfort than con- 
ventional felt padding. 
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(d) Castle portable operating light. This can 
be run off either a generator or storage battery, 
and provides good, easily adjustable lighting for 
the operative field. Although the tactical situa- 
tion will not always permit movement of such 
facilities, it is felt they should be available for 
use in field surgical units. 

(e) Phelan gastric suction. This is far superior 
to the conventional Wagensteen suction which 
entails the use of bottles. It consists of a metal 
drum, approximately 2 feet high and 15 inches 
in diameter, with a pump to create a negative 
pressure and a gauge to assure that this is being 
maintained. A glass bottle is placed on the floor 
between the patient and the drum. This acts as 
a trap so that the quality and quantity of suc- 
tioned fluid can be measured. One of these 
machines can be used to provide suction for four 
or five patients. It is felt that it could be well 
employed both in our field units and home hos- 
pital establishments. 


II. OuTLINE OF CURRENT PRACTICES 
IN WaAR SURGERY 


In a short summary of this nature it would be 
impossible to cover in any detail the many 
aspects of war surgery. Therefore, many obvious 
and well accepted principles and practices will 
be omitted so that we will deal principally with 
the more recent accomplishments. 

1. Resuscitation.—Although many advances 
have been made in recent years, the problem is 
far from solved. Casualties are still being lost 
because of inadequate and improper shock ther- 
apy, in some cases being applied too late. Many 
lessons have been learned from experience in the 
last war as well as in Korea, but obscure electro- 
lytic, hematologic and neurogenic factors have 
yet to be elucidated by the physiologist and 
surgeon alike. Cases still occur of death from 
shock and hemorrhage. Others, as the sequelz 
of immense and often overwhelming trauma and 
shock, although they survive the operation, de- 
velop oliguria and anuria to die 5 to 10 days 
postoperatively of lower nephron nephrosis. 
Many of these cases, of course, died in the last 
war before reaching a hospital. Now due to the 
helicopter, they arrive back soon enough after 
wounding to at least have a chance to make the 
grade. 

These cases of renal shut-down were generally 
noted in men whose blood pressure following 
severe injury dropped below 80 or 90 mm. and 
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remained there for some time. Indeed, many of 
these patients on arrival at the MASH would 
have no recordable blood pressure and obviously 
were in profound shock. Multiple blood trans- 
fusions, sometimes as many as 25 to 30 pints, 
seemed to be a definite factor. Age of the blood 
and conditions of storage appeared to be im- 
portant. Minor incompatibilities, which would 
probably not provoke a reaction in the patient 
receiving only 2 or 3 pints of blood, do cause re- 
actions in those who require large quantities. 

Because of the serious implications of some of 
these problems, the American Army sent a 
special shock research team to Korea in January 
1952 to investigate the situation. Part of the team 
set up an elaborate laboratory at the 11th 
Evacuation Hospital located near Wonju, which 
is in central Korea approximately 50 to 60 miles 
south of the 38th parallel. From that time on, 
any cases which appeared to be developing renal 
failure were immediately flown there where very 
detailed biochemical tests were carried out and 
the proper therapy instituted. The remainder of 
the team operated in a forward area attached 
to a MASH. Here they were in a position to 
observe the seriously wounded soldier and 
institute the resuscitative measures they felt 
were indicated. 

Assessment and treatment of the patients de- 
veloping anuria required a multitude of tests in- 
cluding serum sodium, potassium and chloride 
levels in addition to non-protein nitrogen, carbon 
dioxide combining power, plasma proteins, etc. 
Frequent ECG tracings, sometimes three a day, 
were necessary to observe the response of po- 
tassium level to therapy. Cases which did not 
improve with parenteral administration of 
electrolytes and the use of potassium exchange 
resins given by month, by rectum or through a 
colostomy, were given a trial at dialysis by use 
of the artificial kidney. | 

A survey of postoperative deaths in Korea in 
the six months prior to the establishment of this 
centre revealed that there had been between 50 
to 60 deaths from this syndrome. It was most 
stimulating to visit this centre and observe some 
of the work done and the gratifying results 
which were being obtained. Although it is too 
early to draw final conclusions from these 
studies, it is evident that, as a result of this pro- 
ject, some cases are being saved which two years 
ago would have died. What is of more im- 
portance is that lessons are being learned about 
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resuscitative measures which should lower the 
incidence of this postoperative complication. 

Resuscitative measures have not changed 
greatly since the last war except probably for 
the more liberal and earlier administration of 
intravenous fluids. Plasma is started at the 
earliest possible moment after wounding, by the 
regimental medical officer or his medical 
assistants in some instances. Because pooled 
plasma is reported to carry an incidence of 15 to 
20% homologous serum jaundice, extensive 
trials were carried out with the use of dextran as 
well as the serum albumin. A number of cases 
were seen to develop jaundice in whom the 
irradiated plasma had been used. 

Dextran, a polysaccharide of a high molecular 
weight, is formed by the synthetic action of 
certain enzymes on glucose. A research program 
was carried out at our hospital to study its 
potentialities. Besides the danger of homologous 
serum jaundice with pooled human plasma, the 
American investigators felt that with the possi- 
bilities of a large scale war supplies of plasma 
and whole blood would be inadequate. In addi- 
tion, it will be much cheaper than plasma. 

It is emphasized that dextran is not a blood 
substitute but a plasma expander. It will not 
permanently replace blood in cases of massive 
blood loss but, by means of its osmotic prop- 
erties, will draw fluid from the extra-cellular 
compartments into the intravascular space and 
thus increase the blood volume. This, as an emer- 
gency measure, may be all that is necessary to 
tide the casualty over the initial stage until suit- 
able blood can be obtained. In other cases, one 
or two bottles of dextran will be all that the less 
severely wounded man will need. In any event 
it would appear that in practically all types of 
casualties where elevation of blood pressure is 
desired this can at least temporarily, and in some 
cases permanently, be attained by use of this 
plasma expander. 

As an emergency procedure one, two or even 
three bottles of 500 c.c. of the 6% solution in 
normal saline can be given intravenously without 
worrying about adverse effects. Blood may have 
to be used to augment the oxygen-carrying ele- 
ments of the circulatory system after admission 
to the surgical centre. Careful observation must 
then be kept on the hemoglobin and haematocrit 
readings, urinary output and specific gravity. 
Because of the great osmotic effect, large quan- 
tities of fluid are drawn intravenously so that 
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blood is diluted. One case was observed at the 
MASH where by mistake the hematocrit value 
dropped to 11% but without adverse sequele. 
Generally speaking this value should be pre- 
vented from going below 20 or 25% by the ad- 
ministration of whole blood. 

Dextran is excreted in the urine. The actual 
amount apparently varies widely in different 
cases, but most of it within forty-eight hours. A 
small proportion is retained and converted to 
blood glucose. Because of the osmclytic effect, 
the urine has a high specific gravity, values as 
high as 1.070 to 1.080 having been observed. 

It is evident from these studies as well as those 
previously made on the subject that dextran, al- 
though not a blood substitute, can be employed 
successfully as a resuscitative agent. It will never 
do away with the necessity of whole blood, but 
even if it would reduce the volume required, 
say by 25%, it would be a great help in the 
problem of supplying blood. From evidence 
available on the subject of potassium intoxica- 
tion, it would appear that if part of the fluid 
required to replace intravascular loss could be 
something other than whole blood, it might 
reduce the degree of hemolysis and renal block- 
age as well as the liberation of potassium from 
the damaged erythrocytes. 

Serum albumin has been used frequently with 
apparently good results. It is available in 100 ml. 
ampoules in a 25% solution. The ampoules are 
provided complete with tubing and needle so 
that therapy can be instituted immediately. One 
advantage is that this set is small enough so that 
in cold weather medical corps personnel can 
carry a few under their clothing to keep them 
warm enough for immediate use if this is essen- 
tial before the casualty can be moved to a warmer 
place. Under these conditions it is naturally im- 
possible to administer plasma for fear of freezing. 
Five times the volume of glucose solution, dis- 
tilled water or normal saline should be used to 
dilute the albumin. A useful method employed 
was to start the diluent, then run the albumin into 
it by puncturing the tubing. This dilution was 
necessary because of the great osmotic effect of 
the albumin and was especially important in 
warm weather. 

Whole blood.—Practically all the blood used 
in Korea is flown from the United States. It is 
first sent to Tokyo where it is held and forwarded 
on as required to Seoul. From Seoul it is trans- 
ferred to the forward field hospitals by heli- 
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copter. The blood is shipped in 500 ml. glass 
bottles in insulated boxes. 

The expiry date as well as blood group and 
Rh factor are always marked on the bottle. Up 
until mid-summer of 1952, blood as old as 21 
days from date of donation was used. However, 
clinical and laboratory evidence of an increased 
incidence of development of cases of renal in- 
sufficiency in shocked individuals who received 
the older blood became apparent. Accordingly, 
after this time, blood older than 14 days was not 
used at forward surgical installations. It is well 
recognized that potassium is liberated from the 
older disintegrating erythrocytes. In patients who 
received older blood marked hypercalczemia was 
evident and often proportional to the amount of 
blood given the patient. Because hypocalczemia 
will augment this effect, calcium gluconate was 
often employed in patients receiving massive 
blood replacement. As blood was usually 7 to 14 
days old on arrival it had to be used quickly. 
That which was not used for transfusion was re- 
turned to base for conversion to plasma. This 
policy of using the fresher blood was felt to lead 
to a reduction in the number of cases of lower 
nephron nephrosis. 

Only Group O, universal donor, blood was 
used in combatant areas so that grouping of the 
casualty was not necessary. The major danger 
of injecting Group O blood into other groups is 
the possibility of hemolytic reaction produced 
by the action of Anti-A and Anti-B agglutinins 
in the plasma of Group O donors, on the red 
cells of Group A, AB and B recipients. This re- 
action is prone to occur only when Group O 
blood of high titre is used. Not over 5% of all 
Group O blood contains an antibody of sufficient 
titre to cause serious hemolytic reaction. There- 
fore labelling 25% of the highest titres of Group 
O blood as unfit for transfusion into A, B and 
AB recipients was considered an adequate pre- 
caution. 

Matching was done, but the Rh factor per se 
was not determined. However, if the patient 
was known to be Rh negative, he would not be 
given Rh positive blood. ‘Although Canadian 
soldiers all have the group and Rh factor indi- 
cated on the identification disc and card this 
was not so in cases of casualties from other 
countries. 

Intra-arterial transfusion.—This was found very 
valuable for resuscitating patients in profound 
shock who would not respond to multiple intra- 
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venous transfusions. Initially it was done 
through a cut-down. on the radial artery. The 
cannula would be tied in place and the blood 
forced in under positive pressure by means of a 
rubber bulb connected to the blood bottle. A 
manometer was included in the circuit so that a 
more or less constant pressure higher than the 
patient’s systolic blood pressure could be main- 
tained. This method of giving blood under posi- 
tive pressure was also found useful for the intra- 
venous route, sometimes by two or three veins 
simultaneously. Cut-downs with the use of poly- 
ethylene cannule were often the preferred 
method. In the patient with a right-sided cardiac 
decompensation, this therapy might be of no 
avail and, indeed, if too energetic, may be 
harmful. 

The intra-arterial route has the advantage of 
directly raising the intra-arterial and _ intra- 
ventricular pressure so that the myocardium has 
something to contract against. Once this is effec- 
tive, the cardiac output will increase and the 
general condition improve. Although useful in 
the apparently moribund patient who is not re- 
sponding to conventional means, this method 
should not be practised unless absolutely neces- 
sary. Last spring the femoral artery became the 
site of election, because of the danger of the al- 
leged 5% incidence of gangrene of the hand. The 
needle was introduced directly into the femoral 
artery just below the inguinal ligament. By this 
practice it is not necessary to ligate the artery, 
but the method is not without danger for arterio- 
spasm is often quite marked. Direct transfusion 
into the abdominal or thoracic aorta may also be 
life-saving if one of these body cavities is already 
open. 

2. Surgical practices.——As soon as a patient’s 
condition was seen to be responding satis- 
factorily to replacement therapy and other re- 
suscitative measures such as oxygen, posture and 
warmth, he would be taken to the operating 
room. The severely shocked patient would have 


to be watched for the optimum time, when the — 


blood pressure began to rise and the pulse rate 
to decrease. A systolic blood pressure of 80 mm. 
and pulse of 120 per minute would often be the 
best that could be obtained. 

The patient’s condition would deteriorate if he 
was left too long. Operation had to be done im- 
mediately in cases of severe internal hemorrhage 
and the bleeding point controlled, before re- 
suscitative measures would be effective. If 
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indicated, all patients were given the benefit of 
surgery. No patient, because he seemed to be 
getting worse, was considered too far gone to 
attempt surgery. Instead, in these cases the atti- 
tude was taken that he was “too sick not to 
operate”. It was in these cases that cardiac arrest 
was occasionally seen, as will be discussed 
below. 

Soft tissue wounds.—These were thoroughly 
debrided, assuring that adequate excision of skin 
edges as well as removal of all necrotic tissue 
and foreign bodies was carried out. After con- 
trol of hemorrhage and thorough irrigation with 
copious amounts of water the wound would be 
covered with dry fine mesh gauze and an oc- . 
clusive dressing. None of these wounds, except 
for the face and’ neck, were sutured until the 
fourth to tenth day. This delayed primary suture 
would be done at a rear echelon or in a base 
hospital in Japan. 

Compound fractures.—_Adequate debridement 
with removal of detached bone fragments and 
foreign bodies was practised in all cases.1 When- 
ever possible skin coverage over bone was at- 
tempted. If not, muscles sometimes could be 
used for this purpose. Immobilization would be 
carried out in plaster of Paris so that the patient 
could be evacuated for the reparative and re- 
constructive surgery. At the base hospital those 
defects which could not be closed by delayed 
primary suture would have to be covered by skin 
graft. Generally split-thickness skin grafts would 
be used, but often full thickness coverage by 
means of rotation, pedicle or cross-leg pro- 
cedures would be necessary. 

The Velpeau plaster was used extensively for 
wounds involving the shoulder and arm. The 
comfort with which these patients travelled as 
well as the much easier handling during move- 
ment indicates that this type of plaster should 
replace the civilian thoraco-brachial plaster in 
initial surgery in the combat area. 

The hip spica similarly was used practically 
exclusively in cases of fractured femur and 
pelvic fractures. It was felt by the Americans 
that it provided the ideal form of immobilization 
for transporting these cases to base hospitals. 
For those cases complicated by an abdominal 
wound, a window was placed over the incision. 
All casts were split immediately after application 
to prevent circulatory embarrassment, especially 
during transportation. 

The Tobruk plaster was practically never used 
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as it was maintained that the spica was superior. 
Personally, it is felt that this type of immobiliza- 
tion, where the Thomas splint is incorporated in 
plaster, is useful and indeed preferable in the 
supra-condylar fracture or a fracture of the 
lower two-thirds of the femur where shortening 
is present. Skin traction and windlass arrange- 
ment can be incorporated in plaster and so help 
to correct this during the period before definitive 
surgery is undertaken. 

Arterial surgery.—Considerable advance has 
been made in this field in the past few years. 
The chief of the department of cardio-vascular 
surgery at Walter Reed Hospital was attached 
to 8055 MASH for two months in the spring of 
1952 to conduct a study of methods of repair of 
acute arterial injury. During this period, 62 cases 
of arterial injury were operated on, 31 of them 
involving major vessels. In this time, only one 
major vessel was ligated while 30 were repaired. 
It is interesting to note that in the preceding 16 
months, 119 major vessels were ligated in the 
same hospital and repairs attempted in only 38 
cases. This tendency to ligate rather than repair 
was more common in the last war. However, in 
view of the more adequate control of infection 
with current antibiotics, attempt at repair should 
be made in an injury to every major vessel, time 
permitting. An increased proportion of ligations 
will be necessary to save time in campaigns 
where casualties are exceptionally heavy. 

From the cases studied it would appear that 
very much better results are being obtained now. 
However, considerable work remains to be done 
to correlate such relative data as site of repair, 
methods used, time after injury and associated 
soft tissue and skeletal damage. 

Technique of arterial repair.—Adequate mobil- 
ization of the vessel well above the site of the 
lesion is of prime importance. A proper incision 
along the course of the vessel is necessary to 
accomplish this. The exposure created by de- 
bridement should not be used for fear of causing 
damage to intima and encouraging thrombosis. 
The field is kept dry by use of suction. Blood 
flow is controlled by digital pressure until the 
vessel is located and constricted with umbilical 
tape. The Pott’s clamps are then applied at a 
45° angle. 

These clamps are especially designed for this 
type of work and consist of fine inter-digitating 
teeth which do not traumatize the vessel wall or 
intima. They are placed about 3 cm. from the 
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severed ends of the vessel. After trimming, the 
damaged ends are approximated, if possible, by 
end to end suture. If defect is too great, a vein 
graft is used. For this purpose, a peripheral 
superficial vein is recommended (e.g., cephalic 
or internal saphenous) as the walls are thicker 
and easier to work with. It is important to re- 
verse ends so that blood flow is not obstructed, 
in cases where valves are present within the - 
lumen. It is also important that the length of 
vein graft be slightly shorter than the defect, so 
as to prevent obstruction from kinking when the 
limb is flexed. Similarly, it must not be under too 
much tension, otherwise spasm of the vessel will 
follow. 


It is very important in suturing to have the 
ends held in firm approximation with eversion of 
the intima. A reversed Connell, continuous 
everting suture of 5-0 black silk on an atraumatic 
needle is recommended to accomplish this. After 
placing the front row, the end is tied to the 
second suture after it has been tied. The clamps 
are rotated 100° and the other surface sutured. 
The end of the second suture is then tied to the 
end of the first. It had previously been the prac- 
tice in Korea to irrigate the area with heparin, 
in an attempt to prevent thrombus formation. It 
is now felt this is of no value and thrombus 
formation is best prevented by avoiding damage 
to the intima. It is to be noted that in none of 
these cases was thrombus formation observed. 
Several little holes will usually bleed but often 
stop quickly by themselves. If not, they are con- 
trolled by interrupted sutures and by wrapping 
a piece of gauze around the vessel for a few 
minutes. 


A good pulsation is generally felt distally, 
within a few minutes of anastomosis, but at other 
times not for 12 to 24 hours. Besides the Pott’s 
clamps, fine Crile tissue forceps without teeth 
and the Deknatel needle holder is recommended 
for this fine work. 


Contrary to opinion of some authorities in the 
past, it is felt that the accompanying vein should 
not be ligated and hence it is not practical to 
use it as a graft. Moreover, many now feel that 
any major vein defect should be repaired, espe- 
cially those of the femoral, carotid and popliteal 
veins. Cases have been demonstrated of gangrene 
of a leg developing as a result of venous insuffi- 
ciency with an intact arterial supply. It is of 
interest to note that, contrary to previous belief, 
infection does not seem to be a problem with 
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present day antibiotics in this type of surgery. 
As with most other forms of war surgery, in the 
initial phase the wound is left open to provide 
drainage and closed later by delayed primary 
suture. 


It is important to explore the wound ade- 
quately at the time of initial surgery to be sure 
there is no arterial involvement. Failure to do 
this accounts for a large majority of delayed 
manifestations, such as secondary hemorrhage, 
arterio-venous fistulee and false aneurysms. 

Since about 40 to 50% of the acute vascular 
injuries are not detected until debridement at 
initial surgery, it is important that all forward 
surgical units be equipped to handle these cases. 

Up until May, 1952 it had been the policy to 
do paravertebral blocks on all cases where circu- 
lation to a limb seemed to be impoverished. In 
some of these cases subsequent clinical exami- 
nation would suggest an improvement. However, 
it is now felt that in the traumatic injury sym- 
pathectomy or paravertebral blocks are of doubt- 
ful value. Indeed, there are some who maintain 
that it can be actually harmful in that it may 
produce cutaneous vasodilatation at the expense 
of the ischzemic muscle. 

Joint injuries.These wounds were debrided 
and an arthrotomy done, if there was a sugges- 
tion of intra-articular involvement. Care was 
taken to see that all foreign bodies and debris 
were removed. Thorough irrigation was followed 
by closure of the joint capsule, but skin was left 
open. Some surgeons used intra-articular peni- 
cillin while others preferred not to. 

Hand injuries—There was a great deal of 
controversy whether or not skin should be closed 
so that several directives were received. A large 
number of these injuries were seen and no matter 
which policy in respect to skin was followed, 
meticulous debridement was imperative.’ At the 
same time it was important to conserve every 
bit of tissue which appeared viable. Often these 
wounds would have to be re-debrided in a few 
days if more necrotic tissue became evident. 
Usually skin loss would be associated with ex- 
tensive damage to tendons and osseous tissue. 
Every attempt was made to obtain coverage of 
these important structures. 

It was the practice at times to close these 
injuries if possible without tension. Stainless steel] 
wire sutures were frequently used while other 
surgeons preferred silk or nylon. Unfortunately 
some of these did badly because of extreme 
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cedema. It was therefore felt that probably most 
of them should be left open with elevation for 
a few days postoperatively with the hope that 
the cedema would recede. Closure by delayed 
primary suture, spit or full thickness skin graft, 
was done at the earliest possoble time in the 
base hospitals. 

Amputations.—It was laid down by the Ameri- 
can Army that the guillotine type of amputation 
would be done as low as possible on the limb. 
This is contrary to British policy, where the 
open flap method is preferred. It is felt that the 
surgeon familiar with the facts of the case should 
be able to decide the type of surgery indicated 
by the situation at hand. It is of interest to note 
that the American Navy has adopted a much 
more liberal policy where the course to be fol- 
lowed is left to the discretion of the surgeon 
concerned. On a visit to a hospital ship at Inchon 
it was seen that both methods were used. 

If one is to practice routinely the guillotine 
amputation, in some cases healthy, viable skin 
will be sacrificed. This was unfortunately often 
seen in limbs where bone destruction indicated 
that the site of amputation would have to be 
fairly high. It would seem reasonable in these 
cases to at least design flaps, but make no at- 
tempt at closure. At time of closure in the guillo- 
tine type of amputation it is unfortunately not 
always possible to approximate skin edges. This 
means that the defect will either have to be 
closed by a skin graft, which makes a poor stump, 
or else re-amputation will have to be carried out. 
This may possibly have to be done at a proximal 
site of election so that the advantage of a shorter 
prosthesis are lost. 

Both forms of amputation have points of rela- 
tive merit and indications for each exist in mili- 
tary surgery. The open flap should be employed 
if adequate skin for flaps is present distal to the 
level of section of bone and muscle. Also, it 
should be used if section has to be done in region 
of site of election, where good skin closure is 
especially desirable and where re-amputation in 
the reparative and reconstructive phases is not 
compatible with a good functional prosthesis. On 
the other hand, viable bone should not be 
sacrificed just to create flaps, especially near a 
site of election. 

Gas gangrene and tetanus.—Every attempt was 
made to differentiate? between cases of the classi- 
cal gas gangrene or clostridial myositis and the 
less serious condition of anaerobic cellulitis. The 








Canad. M. A. J. 
July 1953, vol. 69 


following points made were used in the differen- 
tial diagnosis. 


 caneeemeeenmemeraeniemeeteetiamainemindeninginiaiediadiiaater inate emesitemerentmenniadianieeiameaarreemiee ee 
Clostridial myositis Anaerobic cellulitis 


t. Severe constitutional 1. Mild constitutional 
reaction. reaction. 
2. Increase in pulse rate 2. Fever and rapid pulse as 


out of proportion to rise 


in any infection. 
in temperature. 


3. Mental symptoms 3. No unusual mental 
prominent. symptoms. 
4. Pain in affected limb 4. Pain a minor complaint. 
prominent. 
5. Gas is often absent 5. Gas often very abundant. 
from tissues. 
6. Malodour often absent. 6. Malodour always present. 
7. Gangrene often absent. 7. Gangrene, necrotic tissue 
always present. 
8. Pure growth of 8. Growth of clostridia along 
clostridia. with multitude of other 
organisms. 
9. Clostridia invade pre- 9. Bacteria grow in devital- 


viously healthy tissue. ized necrotic tissue only. 





Gas gangrene was very rare and any cases seen 
were in soldiers, usually Korean troops, in whom 
surgery had been delayed for long periods and 
in whom penicillin therapy had not been 
instituted promptly. The low incidence is un- 
doubtedly due to early surgery with complete 
debridement as well as the routine use of anti- 
biotics. It has been repeatedly emphasized that 
penicillin, chloromycetin, aureomycin, etc., al- 
though very effective in this disease, are no sub- 
stitute for early and adequate surgery. 

No cases of tetanus were personally seen in 
Korea. The few that were handled occurred in 
non-immunized soldiers, usually enemy troops. 

Thoracic wounds.—Quite a large number were 
seen as they constitute approximately 10% of 
casualties that survive to reach forward surgical 
units. If possible, they were treated conserva- 
tively by debriding the wound, sucking out the 
pleural cavity and closing the defect as tightly 
as possible. In cases of tension pneumothorax a 
catheter was introduced into the upper chest 
anteriorly and connected to an underwater bottle 
drainage arrangement. These cases would all 
have to be watched carefully and _ possibly 
aspirated at frequent intervals postoperatively to 
remove blood and exudate. This aspiration 
would be done as low as possible posteriorly, 
taking care not to hit the diaphragm. 

Primary formal thoracotomy was reserved for 
the more severe cases associated with profuse, 
continued intrapleural bleeding and mediastinal, 
cesophageal or tracheo-bronchial injuries. Per- 
forating or lacerating injuries to the diaphragm 
were considered an indication for opening the 
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chest cavity. Frequently the rent would have to 
be enlarged to repair upper abdominal viscera or 
for splenectomy in the case of the damaged 
spleen. 

The postero-lateral thoracotomy incision was 
preferred and a large segment of one and some- 
times two ribs were removed subperiosteally to 
provide for adequate exposure. Intercostal block 
before concluding the operation was found help- 
ful in reducing pain and encouraging respiration. 

The chest injury, in cases of combined ab- 
domino-thoracic wounds, was usually given 
priority in an attempt to first correct the cardio- 
pulmonary physiology. Two separate incisions 
were preferred, although the combined incision 
was sometimes used. Streptokinase and strepto- 
dornase were not generally employed at the 
forward surgical level. 

Besides a very definite reduction in the 
mortality rate in chest wounds, the morbidity 
has been greatly decreased in this type of case 
seen in the Korean War. Although figures are not 
available for a large series of chest wounds 
treated in field surgical units, Major Vallee, 
Chief of Thoracic Surgery at Tokyo Army Hos- 
pital, has presented some remarkable figures 
from cases handled there.’ Six hundred and fifty- 
two patients were treated, with an overall 
mortality of only 0.6% and with an operative 
mortality of 0%. What is of great interest is, that 
of these 652 patients, 44% recovered fully and 
returned to duty. 

In cases of empyema which did not respond 
to conservative measures, early decortication 
was routinely practised. The optimum time was 
considered to be between 3 and 6 weeks from 
date of injury. At this relatively early date it is 
very easy to get a plane of cleavage and peel the 
fibrinous purulent layer off the parietal and 
visceral pleura. By gently teasing this tissue off 
with gauze dissectors and breaking down the 
fine interlobar adhesions, it is possible to have 
the anesthetist expand the lung by increasing 
the positive anesthetic pressure. Forty-five 
decortications were done in the series referred 
to and 82% of these recovered sufficiently to 
return to duty, on an average, from 6 to 8 
weeks. 

In all cases stress. was put on early ambula- 
tion. Breathing exercises, sometimes with blow 
bottles as well as shoulder girdle physiotherapy, 
were an obvious factor in speedy recovery. 
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Cardiac wounds.—Cases of pericardial tampon- 
ade were treated initially by aspiration and gen- 
eral supportive measures such as plasma, blood 
and oxygen as is in keeping with current prac- 
tices of conservatism. Surgical intervention was 
carried out promptly if clinical evidence indi- 
cated that fluid was re-accumulating. No cases of 
cardiac injuries that lived to reach the operating 
room were seen personally, i.e., that required 
cardiorrhaphy. On the other hand, two interest- 
ing cases were seen of small metallic fragments 
penetrating the heart and being carried by the 
blood stream, one by the pulmonary artery to 
the upper lobe of the left lung and the other to 
the common iliac artery. In the second case, 
although the missile entered the right chest wall 
and traversed the sternum, the surgeon con- 
cerned was forced to do a laparotomy because of 
radiographic evidence of a metalic foreign body 
in the left lower quadrant of the abdomen. There 
was no evidence of any intra-abdominal damage 
except for the foreign body in the iliac artery 
which was removed and followed by an un- 
eventful recovery. 


Cardiac massage.—This emergency procedure 
was necessary on 17 severely wounded patients 
who developed cardiac arrest. Most of these 
happened while the patients were on the operat- 
ing table, but several were patients that were 
brought from the receiving section. The proce- 
dure could, beyond doubt, be given the credit of 
saving 3 lives in this small series. In the early 
days this was done through the abdominal in- 
cision. This practice was later stopped in favour 
of the direct approach through the chest wall. 

An incision was made along the fifth or sixth 
interspace or at times by the extra-pleural route 
by resecting segments of three ribs parasternally. 
This approach, however, was not used as often 
for in cases of cardiac wounding it was harder 
to deal with the posterior surface. 


It was possible to enter the chest within a 
minute or so and start massage, by cutting 
through the skin and intercostal muscles and 
sometimes sectioning a rib on either side. Force- 
ful contraction of the heart as rapidly as possible 
in the palm of the hand was considered essential. 
This was most satisfactorily done by compressing 
between thumb and remaining fingers with mini- 
mal displacement of heart and mediastinum. As 
soon as available 1 ml. of adrenaline in 10 ml. 
of saline solution was injected into the right 
ventricle or pulmonary artery. 
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Speed is of paramount importance as it is 
maintained that if contraction of the heart is 
not effected within 314 minutes permanent dele- 
terious effects result from cerebral anoxia. There- 
fore, frequently time was not even taken for 
usual draping and aseptic precautions. Massage 
should be kept up until regular rhythm develops. 
Death should not be presumed until after no 
response has been noted to regular cardiac com- 
pression for 45 minutes. Care must be taken to 
differentiate between cardiac standstill and 
ventricular fibrillation. Adrenaline if used in the 
latter condition may be fatal. Shock therapy is 
indicated and should be initiated promptly. A 
current of 1.5 amperes for one second is recom- 
mended. In the past this has not been employed 
in field hospitals, however, consideration was 
being given to this matter in view of the rela- 
tively large number of cases of potential cardiac 
arrest that are seen in these units. 

Genito-urinary wounds.—From the experience 
of World War II, conservatism was seen to pay 
in reference to kidney wounds. In Korea this 
policy has been followed and in all cases the 
damaged kidney was not removed unless there 
was intractable hemorrhage or else it had been 
hopelessly damaged. 

Two tragic cases were seen of fatai reactionary 
hemorrhage within a matter of a few hours 
following operation. In both of these cases on 
renal exploration by very competent surgeons, 
although the kidneys were damaged, bleeding 
had apparently ceased, As patient’s blood pres- 
sure was only moderately decreased no concern 
was experienced at the time. In one case the area 
was packed with gel foam, the other left alone. 
However, as they were beginning to react both 
men suddenly went into profound irreversible 
shock which would not respond to blood. At 
autopsy both were seen to have massive heemor- 
rhages from branches of the renal artery. 

A high supra-pubic cystotomy was done in 
all cases of urethral transection or bladder dam- 
age, keeping well away from the pubis. With 
modern antimicrobial agents it is very gratifying 
to see how much these perineal wounds heal and 
granulate in from the depths of the wound. The 
edges of the urethra were approximated with a 
fine cat-gut, splinting the urethra with a Foley 
catheter which, besides providing drainage, 
facilitated in maintaining apposition of the 
severed ends. 

Neurosurgical wounds.—Head injuries, spinal 
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wounds, etc., were flown by helicopter to a 
MASH located just behind the central part of the 
front, to which a neurosurgical team was at- 
tached. This unit was ready to offer expert care 
soon after wounding. 

As urinary retention exists in the majority of 
patients with injury to the spinal cord, insertion 
of a Foley catheter at the first medical installa- 
tion where proper facilities existed was advo- 
cated. This was deemed very important as the 
ultimate establishment of a reflex or autonomic- 
aily functioning bladder depends on the proper 
early management of this type of injury. Tidal 
drainage was started as early as possible, with 
irrigations twice a day to keep the catheter 
patent and try to prevent infection. It was felt 
that suprapubic cystotomy in the treatment of 
the neurogenic bladder was contraindicated and 
that its use interferes with restoration of a func- 
tioning reflex bladder. This policy is in contra- 
distinction to that generally in vogue towards 
the later part of the last war. 

Early laminectomy, with removal of bony and 
foreign debris, was done in cases of spinal injury 
associated with evidence of root compression. 

Maxillo-facial wounds.—Intra-tracheal anzs- 
thesia is a distinct advantage in this type of 
injury. Tracheotomy was imperative in several 
cases handled, because the associated damage 
to the neck and submandibular regions was so 
severe that the airway was threatened. Anzs- 
thesia was usually achieved by local block and 
afterwards maintained through the tracheotomy 
tube. A dental officer was on the establishment 
of the MASH, and was usually available to aid 
in the treatment of these injuries, but on oc- 
casions the surgeon had to be prepared to wire 
the mandibular and maxillary fractures. 

Burns.—The many severe burns seen were 
usually due to gasoline explosions, especially in 
the winter months due to the heaters used in 
tents and bunkers. Some of the burns were due 
to napalm, a jellied gasoline used in some 
modern incendiary weapons. This subject was 
dealt with in detail in a previous article* and so 
will only briefly be outlined. 

Speedy evacuation, adequate blood, plasma 
and electrolyte therapy as well as early dressing 
under aseptic conditions helped to maintain a 
low death rate. All blisters, necrotic tissue and 
dirt were washed away gently with phisoderm 
solution and then compression bandages were 
applied over a vaseline gauze dressing. The 
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more severely burned cases were flown to the 
evacuation hospitals by helicopter. 

The use of the exposure method, if employed, 
had to be postponed until the patient reached 
the hospital where he was to be held because of 
the necessity of evacuation. This was used in 
Japan in a large number of both second and 
third degree burns with excellent results. The 
exposure was employed in the field with no ad- 
verse results, in some cases of second degree 
burns held at the Canadian field dressing station. 
Although routinely placed on penicillin, sepsis 
was minimal, much lower than would be antici- 
pated in a similar group treated by the closed 
method. In suitable weather the burned indi- 
vidual was often allowed to lie outside in the 
fresh air and sunshine, care being taken to avoid 
excessive exposure to ultra-violet rays. The issue 
of mosquito netting placed over the canvas cots 
was found to be valuable in keeping flies and 
mosquitoes away from the exposed surface. 


SUMMARY 


This has been a brief survey of some of the 
more important observations made, while mem- 
bers of the Canadian field surgical team were 
attached to an American mobile army surgical 
hospital in Korea. As mentioned, many aspects 
could no more than be referred to, while others 
have had to be omitted. Reference has been 
made only to surgical practices in the evacuation 
hospitals or to the reparative and reconstructive 
phases of military surgery in the base hospitals 
in Japan. It is merely an outline of current trends 
in the initial phase of war surgery. Much re- 
search work has been and is being done, the 
results of which will be very interesting. As Sir 
Reginald Watson-Jones once stated, “although 
war creates difficulties it stimulates progress, 
particularly the progress of surgery. This has 
been true throughout the ages. More suffering 
has been saved than was inflicted by all the wars 
of history.” Whether or not we are willing to 
accept this statement, we will all agree that many 
advances are being made in methods of treating 
the injured. Especially in times such as these 
it is up to us to keep pace with such progress. 
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DIATHERMY FULGURIZATION 
IN THE TREATMENT OF 
CERTAIN CASES OF 

RECTAL CARCINOMA* 


FREDERICK G. KERGIN, M.D., 
M.S., F.R.C.S.[Eng.& C.], Toronto 


THE MiLes TyPE of abdomino-perineal resection 
remains the most successful of all methods of 
therapy for carcinoma of the rectum. However, 
it has certain features which to a degree limit 
its application. It is a formidable surgical pro- 
cedure, it leaves the patient with a permanent 
colostomy, it damages the nerve supply to the 
urinary bladder, and it renders ‘a male patient 
impotent. An appreciation of the importance of 
these side effects has led to the present retro- 
gressive trend toward less radical operations of 
the anterior resection, sleeve resection and pull- 
through type, all of them methods which were 
superseded when Miles described his operation. 
These are less radical operations but still involve 
a major procedure; they have little, if any, ap- 
plication to growths originating in the lower 
two-thirds of the rectum. 

Because a proportion of the patients who re- 
quire treatment for carcinoma of the rectum are 
unsuitable for major surgical treatment by 
reason of old age or serious associated disease, 
and because another group who might survive 
the operation are unlikely to be able to manage 
a colostomy well because of either senility, 
clumsiness, blindness, or poor home conditions, 
there is a very real place for any method of 
treatment which results in control of ‘rectal can- 
cer in a reasonable proportion of cases with no 
impairment of rectal function. Our experience 
during the past fourteen years indicates that this 
desirable result can be accomplished in a pro- 
portion of properly selected cases by the use of 
diathermy fulgurization. 

In 1935 Alfred Strauss of Chicago described a 
method of treatment for carcinoma of the rectum 
by diathermy fulgurization. He gave no detailed 
record of results, but did claim that in a high 
proportion of cases he could burn the primary 
lesion and cause it to disappear, with complete 
remission of symptoms. He further noted that 


*From the Department of Surgery, Faculty of Medicine, 
University of Toronto and 
Toronto General Hospital. 
A paper read at the annual meeting of the Royal College 
of Physicians and Surgeons of Canada, Toronto, October 
3, 1952. 
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these patients appeared to remain free of mani- 
festations of secondary carcinoma. In most cases 
no colostomy was necessary. In 1936 Strauss, 
Strauss and Strauss reported that they had 
treated 73 patients, 52 of them without colos- 
tomy, with very favourable results. Over the 
next three years several other writers reported 
small series of cases and the comments were 
generally favourable. Since then however, little 
has been written on this subject. Many surgeons 
seem to have used the method occasionally, 
most often for inoperable lesions, and without 
being much impressed by its value. 

In 1938 I became interested in the Strauss 
method of treatment and arranged to visit him. 
He treated me with extreme courtesy. He called 
in a considerable number of his patients and in 
each case showed me the biopsy of the original 
lesion, and allowed me to do a digital and proc- 
toscopic examination. He also allowed me to 
assist him in the treatment of a patient. He pro- 
duced evidence that, in a surprisingly large pro- 
portion of cases, carcinoma of the rectum can be 
arrested and apparently cured by purely local 
treatment of the primary lesion. 

Since that time we have continued to apply 
this method of treatment to those patients who 
are suitable for it, but unsuitable for the radical 
surgical treatment of the orthodox type. Very 
gradually, as we have observed a small number 
of patients over a considerable number of years, 
the early scepticism about this apparently in- 
adequate form of treatment has been overcome 
and fulgurization has become the treatment of 
choice in certain patients, including some who 
might otherwise be considered for abdomino- 
perineal resection. 


THE METHOD 


The patient is given a general anesthetic, usually 
pseu and nitrous oxide, and placed in extreme 
ithotomy position. The anus is dilated to at least three 
fingers. Some form of large rectal speculum is used to 
demonstrate the lesion; the glass or porcelain specula 
made for gynzcological use are convenient. It is better 
to avoid metal because of short-circuiting, but each 
case presents its own problem in exposure. On occasion 
Jackson and various other abdominal retractors have 
proved useful. By some means or other the whole of 
the lesion must be exposed so that treatment can be 
carried out under visual control. This is important. This 
method of treatment should not be used unless it is 
possible to expose the whole tumour. In practice this 
means that only those tumours which can be reached 
easily with the finger are suitable. 

The machine used is the ordinary surgical diathermy 
unit. The electrode may be a disc about 0.5 cm. in 
diameter set at an angle on the handle or a malleable 
blade which can be bent to a suitable angle. The co- 
agulating current is used, set to a high amperage, and 
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adjusted so that after about three seconds of current the 
tissue becomes black and charred and begins to smoke. 
The process is really one of cooking; the tissues become 
very hot to the touch. The electrode is moved from place 
to place over the tumour until it has all been charred. 
There is no attempt to cut the tumour away nor is the 
cooked tissue curetted. Much smoke is developed and 
it is convenient to use a sucker to dispose of it. 

Over a period of seven to ten days the charred tissue 
sloughs away leaving a flat ulcer which heals with 
surprising speed. If the tumour has been completely 
destroyed there will be only a small scar remaining in 
three or four weeks; if some tumour remains it will be 
obvious as a residual projecting area at this time and 
can be dealt with by a further treatment. In all cases it 
is important to keep the patient under observation be- 
cause even after six months or more tumour may re- 
appear as an elevated nodule. If it is recognized early it 
is easily destroyed by a further treatment. 


COMPLICATIONS 


Certain complications may occur. The first of 
these is bleeding at the time of treatment. Even 
though the coagulating current is used bleeding 
may be difficult to stop, and this is particularly 
true if a generous biopsy is taken, as it always 
should be at the first treatment. Primary hemor- 
rhage is easily controlled by packing the rectum 
for 24 hours. 

Secondary hemorrhage may occur during the 
separation of the slough, commonly between the 
fifth and seventh days, and may be severe. This 
has occurred twice in more than 40 fulgurization 
treatments and in each case was easily controlled 
by blood transfusion and packing the rectum. 

An obvious possibility is perforation of the 
rectum with formation of a pararectal abscess, or 
fistula into the bladder. This has not occurred in 
our experience, perhaps because of a healthy 
respect for the lethal effects of diathermy on 
living tissue. We have been conservative about 
how much is done at one sitting and have 
treated the larger growths in stages, an average 
of 2.5 treatments per case. 


The commonest complication, and one which 
limits the usefulness of the method, is stricture 
formation. The ulcer which results when a 
tumour is destroyed in this fashion heals by scar 
formation which replaces the whole thickness of 
the rectal wall, and is very dense. As this scar 
matures, it contracts, which is why the final scar 
in the rectal wall is so small in relation to the size 
of the original tumour. If the lesion involves half 
of the rectal wall, or less, the uninvolved portion 
of the wall can stretch to compensate for the con- 
tracture, and stenosis does not occur. If, how- 
ever, more than half the wall is involved stricture 
does occur and, once established, is extremely 
stubborn and difficult to manage. Strauss de- 
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scribes having found it necessary to do a local 
resection with end-to-end anastomosis for un- 
controllable strictures, but we have not had to 
resort to this method. In the more extensive 
growths, where one can anticipate a tendency 
to stricture formation, the progress of healing 
may be followed and repeated dilatations done 
to prevent stricture development. Fulgurization 
is not suitable treatment for those growths which 
completely encircle the rectum because of in- 
ability to see the whole tumour and the certainty 
of stricture formation. 


RESULTS 


Before discussing the results of this form of 
treatment it must be made clear that all the pa- 
tients referred to in this report had biopsies 
taken, and all had adeno-carcinoma of the 
rectum of the common type. All cases of 


malignant polyp or papillary carcinoma are ex- 
cluded from this report. 


There are 14 patients who, at the time of treatment, 
showed no clinical evidence of secondary carcinoma; as 
far as could be determined the growth was still local in 
the rectum. The oldest patient was 85 and the youngest 
64, with an average age of 75 years; ten are men and 
four are women. Six had serious constitutional disease 
in addition to carcinoma. As far as can be learned none 
of these patients have died of cancer. 

Of the 14 patients one has not returned for further 
examination, and two have been treated within the past 
four months; their response has been favourable, but the 
final result cannot be assessed. The remaining 11 pa- 
tients have been followed from one to ten years and in 
these the results can be reported. Eight patients have 
had a successful result in that the tumour has disap- 
pas they have been relieved of all symptoms and 

ave retained normal rectal function. Two of these died 
of their associated disease more than a year after treat- 
ment and at autopsy no evidence of cancer could be 
found. One lived for ten years after the treatment, with 
no sign of recurrence, and then died at 89 from a stroke. 
Another man, now aged 82, has been followed for more 
than six years and remains well. The others have been 
followed from one to three and one-half years and are 
free of symptoms or evidence of cancer. None of the pa- 
tients have a colostomy; one had a temporary colostomy 
which is now closed. 

In three patients complete control of the carcinoma 
could not be obtained by fulgurization alone. One man 
was first treated four and one-half years ago when he 
was 77 years of age. He had a large growth involving 
two-thirds of the rectal wall. It was destroyed in stages, 
three treatments being necessary. He then required re- 
peated dilatation over a period of three months to pre- 
vent a stricture. In the intervening years he has shown 
a small recurrence requiring further fulgurization on 
three occasions, and recently he has been given a course 
of high voltage Roentgen ray therapy in the hope that 
it might prevent further recurrence. Although he has not 
been cured, this man has been kept free of symptoms 
during these years, he has retained normal function, and 
shows no evidence of spread of the disease beyond the 
rectum. 

A woman of 67 had very severe heart disease with 
failure in addition to a seated growth which showed con- 
siderable extension outside the bowel wall and was too 
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large to be suitable for this treatment, but no other type 
of treatment seemed possible. A colostomy was estab- 
lished and after three tulgurization treatments combined 
with deep Roentgen ray therapy the tumour had dis- 
appeared, the rectum was a fibrous channel and there 
was no ulceration, discharge or evidence of cancer. She 
died ten months later, apparently from heart disease. 

A man aged 72 was of subnormal intelligence and he 
had associated heart disease. His growth was large and 
it was our intention to treat it in stages, but after two 
treatments he had complete relief of his symptoms and 
disappeared. When he returned eight months later he 
had a very large recurrence. A colostomy was done and 
he was sented by further fulgurization combined with 
deep Roentgen ray therapy. Seventeen months after his 
original treatment he was readmitted to hospital in 
cardiac failure and died. At autopsy there was an in- 
fected ulcer in the rectum, but no cancer could be found 
either in the rectum or elsewhere in the body. 


These three cases are described in some detail 
because fulgurization alone failed to control the 
tumour. However, the combination of fulguriza- 
tion with Roentgen ray therapy appears to have 
been very effective, and will be used more often 
in the future for the larger tumours. 

Mention should be made of another group of 
patients with carcinoma of the rectum who have 
been treated by fulgurization. This consists of 
patients who showed evidence of secondary 
carcinoma, for example in the liver or bones, and 
fulgurization was used in an attempt at pallia- 
tion. A colostomy alone is very inadequate pal- 
liation in carcinoma of the rectum; it treats or 
prevents obstruction but does not prevent the 
distressing pseudo-diarrhoea with its accompany- 
ing chronic loss of blood and exudate. In most 
of these patients the primary growth surrounds 
and obstructs the rectum so that it is not possible 
to see it all and treat it by fulgurization. Where 
it is possible to carry out the treatment, fulguriz- 
ation does relieve the patient of diarrhoea and 
results in marked improvement in the nutritional 
state, but does not affect the progress of the 
secondary carcinoma. 


DIscuUSSION 


To return to the first group, as these patients 
have been watched over the years, one wonders 
why a purely local treatment, which breaks all 
the accepted rules of cancer therapy, seems to 
produce apparent cure or at least remission in 
the progress of the disease. Is it that in this age 
group a large proportion of the tumours, which 
appear in the gross and on histological study to 
be typical cancers, are in fact of low grade 
malignancy and only locally invasive? It is well 
known that occasionally an older person with 
rectal cancer will live for years with no treat- 








Canad. M. A. J. 
July 1953, vol. 69 


ment other than a colostomy. More commonly, 
even in the older age group, rectal cancer 
spreads and invades in its usual malignant 
fashion. It would be a strange coincidence if, 
even in a small group of cases like the 13 which 
were followed, all happened to have essentially 
local growths, when the only criteria used in 
selecting the cases were that the patients were 
old or had serious associated disease, and that 
the tumours were accessible and did not yet 
completely surround the bowel. 


Strauss believed that this method of destroy- 
ing rectal cancer led to the formation of some 
breakdown product which was absorbed into the 
blood or lymph stream, or both, and had an in- 
hibitory effect on the growth of secondary 
cancer. He tried, unsuccessfully, to isolate such a 
substance. It is possible that this sort of reaction 
might occur. The fact that the palliative group 
with secondary carcinoma of liver or bones 
showed no evidence of inhibition of the growth 
of these secondary deposits, while the other 
group, some of whom may be assumed to have 
had secondary carcinoma of the regional nodes, 
do appear to show evidence of inhibition, may 
mean that the supposed inhibitory substance is 
carried along the lymphatics and exerts its maxi- 
mum effect on the regional nodes. 

Our approach to this method of treatment has 
been very cautious; we have observed a small 
number of patients over a considerable period 
of years before forming any conclusions. In this 
small group the results obtained, in terms of ap- 
parent cure, have been at least as good as could 
have been hoped for following radical surgery, 
and without resultant mortality and morbidity. 
Far more impressive than consideration of the 
bare figures has been the experience of watching 
these old people as, in the declining years of 
their lives, they have carried on their bodily 
functions naturally, and without the necessity of 
becoming the devoted servant of a colostomy. 

At present we feel that fulgurization is the 
treatment of choice for cancer of the rectum in 
those patients who are unsuitable for abdomino- 
perineal resection by reason of old age, or associ- 
ated disease, or refusal to accept a permanent 
colostomy, provided the growth can be com- 
pletely exposed for treatment and does not in- 
volve more than two-thirds of the circumference 
of the bowel. As palliation it has a place in the 
management of patients who show evidence of 
spread of the disease to distant organs; if ob- 
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struction is a feature, a colostomy is necessary. 
Whether or not it is permissible to apply this 
method of treatment to a younger patient, with 
an operable growth, is a question which we are 
not in a position to answer at present. 


SUMMARY 


1. A method of treatment of rectal carcinoma 
by diathermy fulgurization has been described 
and the limitations of the method indicated. 

2. Fourteen patients who showed no evidence 
of extension of the growth beyond the rectum 
have been treated and 13 of these followed for 
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periods from a few months up to ten years. In 
10 the tumour appears to have been controlled - 
by fulgurization alone; in the 3 others it was 
necessary to combine radiation therapy with 
fulgurization and the result was then satisfactory. 
A permanent colostomy was necessary in two 
patients. 

3. There has been no mortality or serious mor- 
bidity attributable to the treatment. 
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AN EXPERIMENTAL STUDY OF 
THE INTIMAL GROUND 
SUBSTANCE IN 
ATHEROSCLEROSIS* 


G. C. WILLIS, M.D., Montreal 


WHEN THE EXTENSIVE STUDIES made on the sub- 
ject of atherosclerosis are reviewed, it is ap- 
parent that only the morphologic features form 
a basis common to. all. These morphologic 
features are first of all a disturbance in the inter- 
cellular ground substance of the arterial intima 
at points of mechanical stress. Stainable lipids 
are then deposited in this altered ground sub- 
stance.’ *»* Macrophages appear and phagocy- 
tose lipid, and capillary sinusoids arising from 
either the media or the arterial lumen invade the 
intima and may give rise to intimal hemorrhage. 
Finally thrombosis may occlude the artery al- 
ready narrowed by these processes. 

As this earliest morphologic lesion is a 
disturbance of the intimal ground substance 
localized by mechanical stress, it seems logical 
to direct attention to the nature of this stress 
and then to its effect on ground substance. For 
this reason I have recently reviewed the physical 
principles that govern the load upon arteries and 
correlated them with the sites of atherosclerosis 
in experimental animals, in the human with 
vascular anomalies and finally in the common 
case with atherosclerosis.* I have already made 
a preliminary report of the experiments devised 
to selectively injure the ground substance at 
points where this kind of mechanical stress 
comes into force.® 


*From the Departments of Pathology and Medicine of the 


Montreal General Hospital, Montreal. 





THE MECHANICAL FACTORS 


From my study of the mechanical principles in 
atherosclerosis I concluded that the factor of 
importance is the degree of stretching of the 
artery.* Burton® has shown that the degree of 
stretching is related to the following four factors 
as outlined by Laplace's law: (1) Blood pressure. 
(2) Surrounding tissue pressure. (3) Radius of 
artery. (4) Curvature of curved artery. Counter- 
acting this stretching are the structural com- 
ponents of the vessel wall. 


EXPERIMENTAL ATHEROSCLEROSIS 


The reproduction of atherosclerosis fulfilling 
the morphologic criteria has centred about in- 
creasing either the endogenous or exogenous 
cholesterol of the experimental animal. In these 
cholesterol-fed animals the localization of the 
atherosclerotic lesions may be influenced by the 
mechanical methods previously described,* or by 
direct injury to the artery such as freezing’ or 
cauterizing.® These latter methods fail to simu- 
late the circumstances existing physiologically. 
The same may be said of cholesterol feeding. 
Although the artery is not interfered with 
directly, the hypercholesterolzemia and the lipid 
deposits in the reticulo-endothelial system have 
no counterpart in man® except in such condi- 
tions as primary xanthomatosis, nephrosis, 
myxcedema and diabetes.’° 


Because the primary changes in atherosclerosis 
are morphologically of the intimal ground sub- 
stance at points of mechanical stress, I have 
chosen experimental scurvy as the ideal means 
of reproducing these conditions. Wolbach* 
demonstrated that scurvy is a disease of the 
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ground substance, and it has been known for 
many years that stress localizes the lesions. 
Experimentally the lesions of scurvy may be 
localized by the stress of either compression” or 
stretching."® The stretching of the arterial wall 
by the hydrostatic pressure within its lumen is 
thus a stress suitable for localizing lesions. 
Where this stress is excessive the lesions will 
first appear. 

Experimental atherosclerosis in scurvy. — The 
guinea pig is one of the few animals in which 
scurvy can be produced.’* This animal is also 
acceptable for the study of atherosclerosis.? A 
total of 145 guinea pigs was divided with equal 


TABLE I. 
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in a dose of 25 mgm. of “Redoxon” (Hoffmann LaRoche ) 
was given twice a day for the first 19 days, then gradu- 
ally increased so that by the end of 41 days, the dose 
was 100 mgm. twice a day. 

Cholesterol dissolved in corn oil was impregnated 
into the pellets to supply about 500 mgm. of cholesterol 
per animal per day. A animals received vitamin E in 
the form of 5 mgm. of alpha tocopherol daily, because 
there is some evidence that it is deficient in this type 
of diet.1° Animals dying of infection were excluded from 
the series. 


The guinea pigs were killed at regular inter- 
vals over a period of from 12 to 41 days in each 
of the groups. After a specimen of blood was 
obtained by cardiac puncture for cholesterol de- 
termination, the animals were sacrificed by a 
blow on the head. The aorta was removed, fixed 





SHOWING THE RESULTS OBTAINED IN EACH OF THE DIETARY GROUPS 





Number Plasma Average 
of cholesterol plasma 
Diet animals range _ cholesterol 
Chronic scorbutic........ 20 23 to 120 80.5 
mgm. % mgm. % 
Chronic scorbutic with oral 22 26 to 106 53.5 
ascorbic acid.......... mgm. % mgm. % 
Chronic scorbutic with oral 
ascorbic acid and choles- 18 41to270 162.0 
BOE ccc cacao ta eine mgm. % mgm. % 
Chronic scorbutie with 
intra-peritoneal ascorbic 18 85 to 301 179.4 
acid and cholesterol... . . mgm. % mgm. % 
Acute scorbutic.......... 32 17 to 80 42.0 
mgm. % mgm. % 
Acute scorbutic with oral 16 23 to 77 40.0 
ascorbic acid........... mgm. % mgm. % 
Acute seorbutic with 
cholesterol ......5 6.0.6... . 11 Not done Not done 
Acute scorbutic with oral 
ascorbic acid and choles- 
RERUN. cages el ate 8 Not done Not done 


Number of Number of Average degreet 

Fat animals animals of atheroscler- 
staining with without osis in those 
of spleen atherosclerosis atherosclerosis having it 

0 9 11 2.5+ 

0 0 22 0 

3+ 16 2 2.5+ 

2+ 7 11 1.6+ 

0* 19 13 2+ 

0 0 16 0 

3+ 11 0 2.6+ 

3+ 4 4 2+ 





*One animal in this group was found to have 1+ fat 
staining of the spleen. It is omitted in the representation 
of the figure as it was a solitary finding. 


tAverage obtained by dividing total of plus signs by 
the number of animals having lesions. 





distribution of the sexes into the following 
dietary groups: (1) Chronic scorbutic diet. (2) 
Chronic scorbutic diet with oral ascorbic acid. 
(3) Chronic scorbutic diet with cholesterol and 
oral ascorbic acid. (4) Chronic scorbutic diet 
with cholesterol and intra-peritoneal ascorbic 
acid. (5) Acute scorbutic diet. (6) Acute scorbutic 
diet with oral ascorbic acid. (7) Acute scorbutic 
diet with cholesterol. (8) Acute scorbutic diet 
with oral ascorbic acid and cholesterol. 

The chronic scorbutic diet consisted of “Baby Rabbit 
Pellets”. The acute scorbutic diet consisted of “Rabbit 
Pellets”. Both these feeds were obtained from Ogilvie 
Flour Mills, Montreal, and are known to be effective in 
producing scurvy.15 I have produced typical lesions of 
— in the bones and teeth of guinea pigs fed these 
diets. 


Oral ascorbic acid was given in powder form, liberally 
sprinkled over the pellets. Intra-peritoneal ascorbic acid 





in 10% formalin and frozen sections from the 
arch and ascending portion were stained with 
Scharlach R for lipid. Sections were also ob- 
tained from the spleen as a representative of the 
reticulo-endothelial system. 

The deposit of lipid in the arterial intima and 
the spleen was graded by an arbitrary system of 
plus signs: 


1+: Earliest appearance of lipid. 

2+-: Moderate stippling of lipid. 

3-++: Intermediate between 2-+- and 4+. 

4+-; Solid staining with lipid. 

Plasma cholesterol levels were determined by 
a modification of the Liebermann-Burchard 
method; ten random samples were checked by 
the Sperry-Schonheimer technique and found to 








Canad. M., 


A. J. 
July 1953, vol. 69 


compare well. The table shows the results in the 
various dietary groups. 


EXPERIMENTAL RESULTS 
Acute and chronic scurvy were effective in 


producing lesions of the arterial intima in- 
distinguishable from the lesions which have 
been described in early human atherosclerosis.” 
These lesions developed in as little as 15 days 
from the onset of the scorbutic diet. This repre- 
sents a very short time when it is recalled that 
it takes about 12 days to produce ascorbic acid 
depletion in the guinea pig.1* The lesions oc- 
curred at normal cholesterol levels and were un- 
accompanied by lipid deposits in the spleen. 

Cholesterol feeding resulted in similar lesions 
with approximately the same rapidity but with 
hypercholesterolemia and lipid deposits in the 
spleen. The combination of scurvy and chol- 
esterol feeding was the most potent method of 
producing atherosclerosis, being effective in all 
the animals in which it was tried. Intra- 
peritoneal ascorbic acid prevented the produc- 
tion of atherosclerosis of cholesterol feeding in 
11 of 18 animals and the lesions in the remaining 
7 were of minimum degree. None of the 38 con- 
trol animals had atherosclerosis. 

Fig. 1 shows a typical atherosclerotic lesion in 
a scorbutic guinea pig without cholesterol 
feeding. 


COMPLICATIONS OF THE GROUND SUBSTANCE 

DISTURBANCE IN ATHEROSCLEROSIS 

Once the lipid has been deposited in the 
altered ground substance certain other processes 
begin. 

Intimal hzmorrhage.— Normally the intima 
receives its nourishment by diffusion from the 
arterial lumen and from the vasa vasorum which 
penetrate into the outer two-thirds of the 
media.’’ In atherosclerosis, dilated capillaries in- 
vade the intima from the vasa vasorum’® and 
sometimes directly from the main arterial 
lumen.’® These capillaries frequently rupture 
and produce intimal hemorrhage. 

In a recent study of intimal hemorrhage in 
the lower limb arteries of 152 routine autopsies* 
the phenomenon was present 157 times in 55 
of 123 cases exhibiting grossly visible athero- 
sclerosis of these arteries. It was twice as common 
in men as in women, and was usually associated 
with hypertension and old age. 

Intimal hemorrhage may occlude the artery 
by its bulk*® or by precipitating thrombosis." It 
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enlarges the plaque in which it occurs and prob- 
ably propagates the deposition of lipid through a 
mechanism of further injury. The following 
factors contribute to rupture of intimal capil- 
laries: 

1. The ectatic nature of these capillaries pro- 
duces a high tension in their walls as calculated 
by Laplace’s law. _ 

2. The inter-endothelial cement of these capil- 
laries is altered in a way similar to the alteration 
of the ground substance of the atherosclerotic 
plaque which they invade. They rupture like 
capillaries in scurvy. 


Fi ne on 


Fig. 1.—Aorta of a guinea pig fed the acute scorbutic 
diet alone. Note the deposit of stainable lipid filling the 
intima. This lesion occurred at a normal plasma chol- 
esterol level and was unaccompanied by lipid deposit in 
the spleen. (Scharlach R.) 





3. Those capillaries arising directly from the 
arterial lumen are exposed to high pressures. 

Calcification.—Altered ground substance forms 
a medium which often calcifies.** 

Thrombosis.—Chambers and Zweifach** dem- 
onstrated that injury to vascular endothelium 
results in the development of a stickiness of the 
inter-endothelial cement. Samuels and Webster** 
showed that platelets adhere along the lines of 
inter-endothelial cement when a vessel is injured. 
From this beginning, a thrombus is formed. In 
scurvy thrombus formation is common." Aschoff 
and Koch? observed thrombosis of large veins 
in 33% of their autopsied cases of scurvy, and 
thrombosis of arteries has been reported in 
malnutrition.”° It seems likely that the frequency 
of thrombosis in atherosclerosis is related to the 
altered ground substance of the intima and its 
endothelial lining. 
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Tue ROLE oF AscorBic ACID IN 
ATHEROSCLEROSIS 


Previous studies of the bloodvessels in scurvy. 
—In human?’ and experimental** scurvy fat de- 
posits occur in capillaries and small veins. Koch” 
observed hyaline degeneration and fat deposits 
in arteries in human scurvy. Widespread athero- 
sclerosis and arterial thrombosis in young people 
was reported amongst fatal cases of malnutrition 
in prison camps.”° Menten and King*®? produced 
“diffuse hyperplastic atherosclerosis” in scorbutic 
guinea pigs which had received sublethal doses 
of diphtheria toxin. The lesion described was 
medial proliferation. Bailey*! produced a similar 
lesion with diphtheria toxin in normal guinea 
pigs. 

The influence of ascorbic acid on the ground 
substance.—Scurvy is a disease of ascorbic acid 
deficiency with a resulting disturbance in the 
ground substance. I have shown that it is effec- 
tive in producing lesions in guinea pig arteries 
which are morphologically identical with human 
atherosclerosis. Intra-peritoneal injection of 
ascorbic acid usually prevents and always greatly 
decreases the lesions of experimental cholesterol 
atherosclerosis. Thus ascorbic acid metabolism 
seems vital in the pathogenesis of atherosclerosis. 

Morphologically the ground substance in 
scurvy assumes a watery appearance.'! Chemi- 
cally it has been shown that the glycoprotein 
which characterizes the normal ground substance 
undergoes depolymerization in scurvy.*? There 
is a release of glycoprotein into the blood- 
stream.** When ascorbic acid is administered 
the normal state of the ground substance is 
quickly restored.** An increase in serum glyco- 
protein occurs under a variety of conditions in- 
cluding myocardial infarction, tumours,*° infec- 
tion and trauma.** It is noteworthy that ascorbic 
acid metabolism is disturbed under these and 
other circumstances including acute and chronic 
infection,*® rheumatoid arthritis,*’7 the toxamia 
of diphtheria,** traumatic*® and hemorrhagic*® 
shock, burns*: and cold.*? In one autopsy series** 
20% of cases showed a condition of latent scurvy 
by chemical analysis of the tissues. One might 
speculate that in all these conditions in which 
ground substance is affected there would be a 
tendency towards atherosclerosis. 

Atherosclerosis and infection—The aorta was 
studied histologically for fat staining of the 
intima in 17 guinea pigs which had died of acute 
lobar pneumonia. These animals were drawn 
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from the laboratory stock and had received a 
full diet including greens. They were noticeably 
sick for 24 to 36 hours and no bacteriological 
studies were made. Using the system of plus 
signs previously described for grading the fat 
staining, it was found that 6 of the 17 animals 
had some degree of lipid deposit in the intima. 
One of the lesions was 2+ and the remaining 5 
were 1-+-. No plasma cholesterol determinations 
were made in this group. The depletion of 
ascorbic acid which occurs in infections is con- 
sidered to be important in the deposition of lipid 
in the aortic intima of these animals. 

Atherosclerosis and the thyroid. — Desiccated 
thyroid has been given to cholesterol-fed rabbits 
with resulting inhibition of atherosclerosis.** I 
have given 0.1 gm. of desiccated thyroid 3 times 
a week to 6 guinea pigs receiving the acute 
scorbutic diet previously described. These 
animals were fed 0.5 gm. of cholesterol in corn 
oil each day and a liberal supply of powdered 
ascorbic acid. Three of the 6 animals died on 
the 6th day, 2 of them exhibiting fat staining of 
the intima. The remaining 3 animals were killed 
on the 15th, 25th and 41st day respectively and 
all were found to have atherosclerosis. The 
average degree of lipid deposit was 2--. 

In 5 animals fed the acute scorbutic diet alone, 
desiccated thyroid was given in the same dose as 
in the previous experiment, starting on the 13th 
day. In this way the effect of thyroid was studied 
in the animal just prior to the time of expected 
ascorbic acid depletion (about 12 days). Fat 
deposits were noted in the intima of 2 of the 5 
scorbutic animals and the average lesions were 
3.5+. Thus desiccated thyroid fails to inhibit 
atherosclerosis of cholesterol feeding or of 
scurvy in this small series. This might be ex- 
pected as thyrotoxicosis increases the utilization 
of ascorbic acid.*® 

Atherosclerosis and cholesterol.— Much em- 
phasis has been placed on cholesterol metabol- 
ism in atherosclerosis. Hypercholesterolemia 
produces atherosclerosis in animals, but there 
is some information which suggests that it does 
so only after a preliminary injury of the intimal 
ground substance.** I have shown in two rabbits 
that cholesterol feeding produces a relative 
depletion of ascorbic acid (this animal can syn- 
thesize ascorbic acid) as measured by the intra- 
dermal dye injection method of Rotter*’ using 
the modification of Slobody.** This effect was 
also seen in cholesterol-fed guinea pigs receiving 
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ascorbic acid by mouth. This may possibly be 
the way in which cholesterol produces ground 
substance injury under conditions of hyper- 
cholesterolemia. The accumulation of the lipid 
is probably also related to its overwhelming 
quantity under these circumstances. 

Atherosclerosis and cortisone.—The admin- 
istration of cortisone to cholesterol-fed rabbits 
inhibits atherosclerosis.*® However cortisone 
fails to prevent or cure scurvy*’ or to decrease 
the hypersensitivity of the tuberculin test in 
BCG infected scorbutic guinea pigs.°* In 5 
guinea pigs fed the acute scorbutic diet for 12 
days followed by intra-peritoneal injection of 2 
mgm. of cortisone twice a day, atherosclerosis 
developed in 2, the average lesions being 3.5-+-. 
The plasma cholesterol levels in a group of 5 
animals fed the same diet with 0.5 gm. of chol- 
esterol in corn oil and liberal oral ascorbic acid 
were higher than in any other group studied. 
Despite cortisone, all 5 of these animals de- 
veloped extensive atherosclerosis, the average 
lesion being 3.5-+-. 

Phospholipid cholesterol ratio—The ratio of 
cholesterol to phospholipid has been considered 
important in the pathogenesis of atherosclerosis. 
In alloxan diabetes in rabbits fed cholesterol the 
preservation of a normal phospholipid chol- 
esterol ratio was considered responsible for the 
inhibition of atherosclerosis.°? In a personal com- 
munication Maddoch** reported normal phos- 
pholipid cholesterol ratios in scorbutic guinea 
pigs. It is assumed that the atherosclerotic lesions 
in scorbutic guinea pigs occur without disturb- 
ance of this ratio. 


Discussion 

I conclude that ascorbic acid is essential for 
the maintenance of the ground substance of the 
arterial intima. Any factor disturbing ascorbic 
acid metabolism either systemically or locally 
results in ground substance injury with subse- 
quent lipid deposit. 

Local ascorbic acid depletion is additive to 
systemic depletion. Thus although scurvy pro- 
duced by dietary deficiency of ascorbic acid is 
a systemic process, its manifestations are first 
apparent at sites where local stress produces ad- 
ditional depletion. Lesions are localized only at 
points where the sum of the systemic and local 
depletion exceeds the critical point necessary for 
the preservation of the ground substance. Infec- 
tion of the gums thus produces manifestations of 
scurvy in the gums. Similarly mechanical stress 
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localizes scorbutic lesions in bones, muscles, 
attachments of ligaments and in the blood 
vessels. 

Local stress.—The local stress in atherosclerosis 
is the mechanical stretching of the arterial wall.‘ 
Just how it causes ascorbic acid depletion is ob- 
scure, but it is a factor constantly present to a 
greater or lesser degree. 

There is some evidence that ascorbic acid is 
important in cell oxidation®® but this is still not 
well established.** One theory might be that at 
points of greatest stretching the arterial wall 
does most work and here cell oxidation is great- 
est. If ascorbic acid is necessary for cell oxida- 
tion, local increased oxidation would be expected 
to result in local ascorbic acid depletion, and its 
resulting ground substance disturbance. The 
arterial wall is capable of respiration®’ and can 
synthesize** and oxidize®® fatty acids, phospho- 
lipids and cholesterol. One objection to this 
theory is that the lesions are not located in the 
media where one would expect the most active 
oxidation to be taking place. 

Another idea is that local stress acts in the 
same way as the stress depicted in the general 
adaptation syndrome of Selye. Certainly the gen- 
eral adaptation syndrome is accompanied by 
profound changes in ascorbic acid metabolism,*° 
and these may be of a localized nature. 

Systemic stress.—Atherosclerosis must not be 
considered as a disease of dietary ascorbic acid 
deficiency although it certainly seems to be true 
that such a dietary deficiency results in lesions 
identical with atherosclerosis. As previously 
mentioned, systemic depletion of ascorbic acid 
may follow the systemic stress of toxzemia, infec- 
tions, tumours, rheumatic states, trauma, shock 
and cold. I have shown that cholesterol feeding 
has a systemic effect on ascorbic acid metabolism 
and that infection produces atherosclerosis in 
guinea pigs on a full diet and apparently only 
sick for a day or two. 

Under certain circumstances it may be neces- 
sary to provide parenteral ascorbic acid to pro- 
tect the ground substance.** The failure of corti- 
sone to preserve the ground substance in 
ascorbic acid depletion suggests that ascorbic 
acid is the intermediary between the adrenal 
cortex and the ground substance. This idea is 
supported by the dramatic effect of parenteral 
ascorbic acid in the inhibition of experimental 
atherosclerosis of both scurvy and cholesterol 
feeding. 
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SUMMARY AND CONCLUSIONS 


1. The mechanical stress important in the 
localization of atherosclerosis is a stretching of 
the arterial wall. This is influenced by arterial 
blood pressure, surrounding tissue pressure, 
radius of lumen, curvature of artery and arterial 
fixation. 

2. This mechanical stress is counteracted by 
the components of the arterial wall. 

3. This stretching force may be linked with the 
stress which localizes lesions in scurvy. 

4. Ascorbic acid deficiency in guinea pigs pro- 
duces atherosclerosis regardless of whether the 
scurvy is acute or chronic. 

5. Atherosclerosis of scurvy occurs at normal 
cholesterol levels and without deposits of lipid 
in the reticulo-endothelial system. This form of 
atherosclerosis thus closely simulates the human 
form of the disease. 

6. Intra-peritoneal ascorbic acid greatly in- 
hibits atherosclerosis of cholesterol feeding in 
guinea pigs. 

7. The ground substance disturbance associa- 
ted with atherosclerosis is of major importance 
in the pathogenesis of arterial calcification, 
intimal hemorrhage and of thrombosis. 

8. Cholesterol feeding interferes with ascorbic 
acid metabolism in rabbits and in guinea pigs 
receiving oral ascorbic acid. 

9. Acute infection in guinea pigs produces 
minimal atherosclerosis in about 33% of guinea 
pigs studied. 

10. Thyroid and cortisone have no inhibitory 
effect on the atherosclerosis of cholesterol feed- 
ing in guinea pigs in a small series nor do they 
inhibit the atherosclerosis of scurvy. 

11. Massive doses of parenteral ascorbic acid 
may be of therapeutic value in the treatment of 
atherosclerosis and the prevention of intimal 
hemorrhage and of thrombosis. 


I am grateful to Dr. S. Fishman of the Department of 
Metabolism of the Montreal General Hospital for his 
advice and for undertaking the plasma cholesterol de- 
terminations. 


This study was assisted by the Blanche Hutchison 
Research Fund of McGill University. 
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REMARKS ON CHRONIC 
AILMENTS BY A RETIRED 
INTERNIST 


CHARLES HUNTER, M.D., Winnipeg 


THESE DESULTORY COMMENTS are based on 
nearly fifty years’ experience in office and hos- 
pital practice and they reflect an old man’s 
judgment on the present trends in the teaching 
and actual treatment in this limited field of 
medicine. 

The extraordinary advances made in recent 
years in the prophylaxis, diagnosis and treat- 
ment of disease have been achieved mainly by 
painstaking research in the laboratory and ap- 
plied to the problems of internal medicine. The 
bedrock, however, of clinical medicine remains 
as always—a careful history and a careful physi- 
cal examination. This fact is, I think, not suffi- 
ciently emphasized either in the teaching or 
practice of the present day. After all, the average 
patient comes to the consulting room either be- 
‘cause of definite symptoms or for a routine 
check-up, instigated often by a vague fear of 
underlying disease. It is tempting frequently to 
take a short-cut by ordering laboratory examina- 
tions after an all too perfunctory history and 
physical examination. This tendency is stimu- 
lated, I feel, by the rapid rise of medical and 
hospital insurance. It is true that sometimes 
special laboratory reports may be absolutely 
decisive in diagnosis but, in the main, they 
should be integrated and interpreted only in the 
light of the previous careful history and physical 
examination. 

No doubt it is time-consuming to let the pa- 
tient tell his story in his own way and to listen 
sympathetically, even if the physician may 
check the recital of obviously irrelevant details. 
The patient’s symptoms are all-important and 
point the way to a diagnosis or to the appro- 
priate laboratory tests, which may solve the 
problem. Even in this mechanical age where the 
exact figures of laboratory data (not always free 
from error) sound convincing, they are our 
servants, not our masters, in assessing the gen- 
eral picture. 

The time consumed in history-taking naturally 
varies greatly, both according to the type of 
patient and the nature of the case; it may be 
necessary to supplement the information ob- 
tained by further questioning after the physical 
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examination. In practice, it does not usually take 
long to make a systematic examination with the 
patient stripped. In my experience, the rectum 
and spine are frequently forgotten in routine 
examination; without digital and sigmoidoscopic 
examination, early diagnosis of prostatic malig- 
nancy, silent bleeding from internal hemor- 
rhoids and, above all, cancer of the lower bowel 
(accounting for 65% of carcinoma of the colon) 
may be missed. Faulty posture and impaired 
mobility of the spine may be evident when 
looked for and may account for obscure pains in 
the front of the abdomen or chest, and one must 
never forget the possible implication of a pre- 
ceding operation for breast cancer. 

Both the systolic and diastolic blood pres- 
sures should be taken; in older people a high 
systolic but an approximately normal diastolic 
pressure indicates failing elasticity of the aorta, 
while a consistently heightened diastolic pres- 
sure suggests a more sinister outlook. In any 
case, three or four readings should be taken at 
one sitting, especially if any abnormality be 
noted; it is well to remember that a raised 
systolic and diastolic blood pressure is consistent 
with many years of physical well-being. 

It is always worthwhile for the physician to 
examine with especial care the area of the body 
to which the patient refers his symptoms and this 
procedure naturally inspires the patient with 
more confidence in his judgment. The type of 
individual is highly important—one would sus- 
pect organic disease more readily behind the 
complaints of a well-balanced person than in a 
highly strung individual. Severe recurring head- 
aches demand a thorough examination of the 
fundi. 

With history and physical examination com- 
pleted, the diagnosis may be apparent but if 
doubt exists in the physician’s mind, now is the 
time to invoke the aid of the laboratory or, if 
functional trouble be suspected, a more search- 
ing and intimate history may be called for. 

The exact type of x-ray or laboratory test in- 
dicated naturally varies with the individual case 
but it is well to remember that these investiga- 
tions in general are expensive (whether to the 
patient directly or to the covering medical 
service) and should be confined to tests likely 
to assist in solving the diagnosis. I am convinced 
that at present many quite unnecessary labora- 
tory tests are ordered and would be eliminated 
by a more careful history. When abnormal 











24  HuNTER: CHRONIC ILLNESS 


laboratory findings are reported, they should not 
be accepted as decisive in themselves but should 
be integrated and weighed in the general picture 
presented by the history and physical examina- 
tion. 

When an apparent conflict exists between the 
history and physical examination on the one hand 
and abnormal laboratory findings, a careful 
review of the whole case must chart one’s course 
for the future. A few illustrations will clarify my 
standpoint: a reliable x-ray of the stomach may 
definitely indicate carcinoma of that organ 
though little beyond vague weakness or some 
loss of weight may be present; a fluoroscope of 
the chest may suggest the likelihood of bronchial 
carcinoma, an insidious and unsuspected disease, 
lurking behind a “bad cold”, breathlessness and 
weakness; a reliable blood count may be decisive 
for leukaemia though the presenting symptoms 
are only pallor and slight weakness, with possibly 
a little glandular enlargement. 

But in many instances the abnormal labora- 
tory findings are inconclusive and may be posi- 
tively misleading unless assessed against the 
general picture. Thus a quite abnormal cardio- 
gram in middle or advanced age may have little 
immediate significance and may call for little 
or no restriction in activity should the patient 
have no distress or shortness of breath at work 
or at any exertion suitable to his age. In fact, a 
mechanistic physician relying on the cardiogram 
sometimes unnecessarily cautions and alarms his 
patient by forbidding golf, or by curtailing other 
physical or mental activities. 

A definite gall stone in a functionless gall 
bladder is, in my judgment, no indication for 
operation should digestive symptoms be absent; 
and even in their presence a very careful study 
of the whole case should be made, as often the 
ubiquitous spastic colon is responsible and may 
be quite unrelieved by cholecystectomy. Basal 
metabolic readings are, as recorded in general 
practice, notoriously unreliable but even when 
rigidly controlled, should be interpreted in the 
light of the patient’s general condition and 
should not automatically indicate either a thyroid 
operation or the prescription of thyroid extract. 
In elderly patients, especially, too rigid an inter- 
pretation of abnormal laboratory findings should 
be avoided unless supported by corroborative 
symptoms and when doubt exists, a cautious 
optimism is often the wisest course. 

When the history and physical examination 
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point rather to a functional disorder than to 
organic disease, a more detailed history is in- 
dicated. It seems to me that the general practi- 
tioner does not help these nervous patients as 
much as he might, partly from undue haste in 
history-taking, partly from lack of training. No 
doubt in some cases, the underlying explanation 
of the patient’s symptoms is so intimate and 
delicate that the individual may hesitate to be 
frank with the local physician though willing, if 
judiciously questioned, to confide in the distant 
internist. In general, the trusted general practi- 
tioner, however, has the great advantage of 
knowing his patient and his environment. He 
may realize that there is no organic disease but 
too often (like the internist, later) contents him- 
self with a hasty reassurance and a tonic.: This 
may he sufficient if the individual be simply 
apprehensive and trusts his physician but fre- 
quently this is not enough, and the patient goes 
away dissatisfied and unrelieved. 

Elixirs and tablets have displaced the old- 
fashioned nauseating mixtures, called tonics, but 
in general, they owe their efficacy more to the 
recipient’s child-like faith than to their inherent 
virtues. The credulity of the public, exploited 
by the pharmaceutical houses and _ resignedly 
accepted (too often encouraged) by the medi- 
cal profession, has led to the astounding increase 
of over-the-counter sale of drugs of the most 
doubtful value. Iron tonics are taken over long 
periods where no anzmia exists, and vitamins in 
ever-swelling volume are hailed as the new elixir 
of life. The still small voice of reason is too 
seldom raised by the profession against such 
follies. The child wrestling with adolescent prob- 
lems, the woman in her forties with vague appre- 
hensions about the menopause, the father with 
his financial or domestic problems, alike look for 
help to the magic products of the pharmacy. It 
is easy to swim with the tide but we, as a profes- 
sion, should replace this passive acceptance of 
the efficacy of such drugs by making the patient 
realize that the shadow-boxing of his symptoms 
in such a way cannot offer a cure. The general 
practitioner or internist, by patience, sympathy 
and understanding must clear the air. Often the 
general tiredness with slight depression is obvi- 
ously due to overwork, e.g., the harassed house- 
wife with several children and possibly an aged 
parent, a monotonous routine and an unsym- 
pathetic husband, needs reassurance about her 
physical condition and a lightening of her job 
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by a cautious approach to the husband towards 
his better understanding and co-operation in 
lightening the load his wife has, often uncom- 
plainingly, carried for many years. 

In many cases, the language of the body ap- 
pears unmistakably in the symptoms. How often 
is a domestic heartache symbolized unconsciously 
by the outstanding complaint of pain in the 
cardiac region, with heart disease dimly en- 
visaged; persistent nausea may represent some 
upsetting experience in the patient's life; a con- 
stant, dull headache, an unrelieved anxiety. The 
cardiac pain, the nausea and the dull headache 
are as unreal as the shadows caused by passing 
objects, and to treat these symptoms directly as 
futile as to fight these shadows. It is of little 
value for the physician alone to appreciate the 
symbolism; the patient (and this is the main 
difficulty ) must himself be brought to under- 
stand and face the actual situation behind the 
facade of symptoms. Patience and tact are called 
for in the doctor, met by a responsive faith and 
gradual dropping of the defences on the part 
of the patient, so that the conscious or semi- 
conscious forgetfulness of his underlying prob- 
lems is swept away. 

In my experience, no deep probing and de- 
tailed analysis of a patient’s mental life with its 
individual reactions is necessary in many psycho- 
somatic situations. No doubt the patient’s make- 
up based on his natural temperament, modified 
by experiences often long forgotten, explain his 
reactions to recent happenings which would 
leave a well-balanced individual unaffected. But 
very often the recent event which sparked off 
the symptoms is completely within his conscious- 
ness or protected only by a semi-awareness 
which needs but skilful handling to uncover. 
Thus, realizing the real origin and significance 
of his symptoms, the patient sees the futility of 
battling them directly. 

The benefit derived from facing up to the 
actual situation varies. In easy cases, the cure is 
complete and lasting. Thus, a pleasant middle- 
aged woman came with a severe pain in the left 
side of her neck. With negative physical findings, 
supported (at her own request) by an x-ray of 
the cervical spine, I found on questioning that 
the pain began one evening after a sister-in-law 
had made particularly biting remarks about her 
housekeeping and up-bringing of the children. 
My patient was extremely angry but repressed 
her feelings for the sake of “peace in the family”. 
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But she mentioned to me in happy phrase that 
her sister-in-law had given her a “pain in the 
neck”. Yet, as so often, she had not really recog- 
nized the implications of her remark, though 
when I pointed them out, after a gasp of surprise 
she readily admitted the connection. The pain 
spontaneously and permanently disappeared. 

So in a married woman of 35, from the 
country, obstinate nausea and vomiting, un- 
relieved for some weeks by diet, medicine and 
finally the stomach tube, disappeared when 
questioning revealed that the symptoms began 
the day following the woman’s only transgression 
of her marriage vow. But often the origin of the 
symptoms though uncovered and even accepted 
by the patient, remains, e.g., an unhappy 
domestic situation, trouble in the office or 
financial difficulties—perversely, the sufferer may 
rather face the shadow than the reality. 

While claiming that very many functional 
cases should be handled by the general practi- 
tioner or internist, I readily admit that others, 
including all psychotic patients, should be 
turned over to the psychiatrist for deeper 
analysis and treatment. 

The general knowledge of the “facts of life” 
is now shared by most adolescents but often 
crudely and in such a distorted form as to wreck 
an otherwise promising marriage. For many a 
bride, the crudity of her husband’s approach en- 
dangers or destroys the possibility of reciprocal 
enjoyment and may create a revulsion to the 
sexual act. The marriage ring confers privileges 
on the husband which the average woman 
recognizes but she may rightly expect to be 
wooed with tenderness and consideration. 

One of the advantages of old age is that 
women confide their intimate difficulties more 
readily, and it has surprised me to realize that, 
though equal opportunities for women are now 
accepted in so many fields of activity, marriage 
is still in the dwindling man-made universe; the 
average husband, in blind ignorance of his wife’s 
more complex attitude to sex, too often forgets 
her equal rights in this relationship, with dis- 
illusionment and frustration to his wife in con- 
sequence. A broader classroom education in this 
difficult field is urgently called for, both for 
prospective husbands but also for many wedded 
men, whose marriage is drifting towards the 
rocks. Some relief of the Senate’s mounting re- 
sponsibilities would soon be appreciable I feel 
confident. 
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A word on iatrogenic disease, that is, symp- 
toms induced in a patient by a medical man 
through a wrong diagnosis or evident doubt 
expressed directly or implied in word, gesture 
or general “give-away’. 

A false diagnosis, honestly arrived at after 
careful consideration is of course to be deplored 
(and regretted) but is at times inevitable in our 
still limited range of medical vision. A satis- 
factory consultation helps to reduce this danger. 
But more often than the physician realizes, some 
doubt in the doctor’s mind may be betrayed by 
unwitting gesture or attitude interpreted all too 
ominously by the patient. 

It is humiliating to reflect that an optimistic 
quack (to say nothing of a Christian Science 
disciple) often does more good than a conscien- 
tious but pessimistic physician. Without claim- 
ing to belong to the latter class, I can recall a 
good many iatrogenic diseases I have personally 
induced in my own practice. Once the affair 
worked in reverse. About 1914, I attended a 
powerfully built man for increasing breathless- 
ness and cardiac rapidity which increased till, 
on my leaving for overseas I took his wife aside 
and warned her the condition was serious and 
likely to get worse. Returning to Winnipeg four 
years later, I was surprised to see my patient 
skipping along the street with obvious ease. He 
naturally did not: return as a patient but on 
cautious enquiry, I discovered his medical man 
and enquired how he had cured him. My col- 
league smilingly replied: “You cured him”; he 
had been a secret but steady drinker; his wife’s 


warning of my poor prognosis jogged him into 


total abstinence and good health! 

More often, my faulty evaluation, e.g., of 
cardiac irregularities, with accompanying restric- 
tion of exercise, provoked or aggravated cardiac 
symptoms unnoted by the patient previously. 
Unwarranted rejection for insurance might simi- 
larly upset the applicant's confidence in his 
health. Experience teaches one to be more 
cautious in giving a dogmatic diagnosis, still less 
an uncompromising prognosis. Such reserve is 
especially: called for in disseminated sclerosis, 
carcinoma of the prostate and cardiac infarction, 
diseases often running a quite unpredictable 
course, with years of‘apparent good health. 

Uncalled-for surgical interference was early 
impressed on my attention. In my final year in 
medicine (1899), I was called, as acting house 
surgeon, to the casualty room one Saturday 
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night; a powerful, quite intoxicated man with a 
big bruise over one eye, was sitting complacently 
by a table, on which lay a tooth forceps and two 
glistening canine teeth. The man had come 
about his damaged face but assured me he had 
just been examined and fixed up satisfactorily. In 
the empty casualty room he had unfortunately 
encountered a fellow classmate of mine, a wild 
Highlander, also on a Saturday night spree, who, 
though with no official standing in the hospital, 
had extracted the two “eye teeth”, allegedly to 
draw off the blood rapidly closing his eye. Such 
an experience helped to prepare me later for the 
“massacre of the ovaries’, the “chronic appendix” 
surgical vogue and many later surgical fashions, 
displaying recently, I think, sometimes rather 
the technical skill of the operator than the 
balanced judgment of the surgeon. 

The decline of the general practitioner and 
the rise of large clinics have tended to dehuman- 
ize medicine a little. The practice of medicine 
is more impersonal now; the ‘run of the mill” 
produces no doubt a higher percentage of correct 
diagnoses; the costs are naturally higher with 
the increasing use of x-ray and laboratory facili- 
ties. These latter seem to an outsider sometimes 
unnecessarily ordered; a more careful prelimi- 
nary history and physical examination might 
restrict the investigation to the purely relevant 
data. However, these remarks may be biased. 
Many years ago, a ‘phone call from the country 
asked me for an appointment; before I had time 
to fix the date, the voice enquired which clinic 
I belonged to; I regretfully replied I was “on 
my own’; the rejoinder was immediate: “What, 
no clinic; you must be no damned good”, and 
the ‘phone immediately went dead. 

Parallel with the successes of modern surgery, 
made possible by the newer anesthetics, anti- 
biotics have robbed acute disease of much of its 
terror; “pneumonia is the old man’s friend” is 
no longer applicable. The span of life is length- 
ened but malignant and degenerative diseases 
remain, with their more insidious approach and 
often gradual impairment of the faculties which 
make life worth while. | 

We often hear—and with personal assent—the 
regretful but consoling remark, when some 
elderly acquaintance dies suddenly: “Well, it’s a 
blessing he passed on so suddenly, without a 
lingering illness”. Yet in contrast with this at- 
titude, we medical men often make every effort— 
medical as well as surgical—to prolong: the life 
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of some elderly patient, though should he tempo- 
rarily survive some acute illness, he is faced with 
inevitable suffering or grave and _ increased 
mental deterioration. : 

I am aware that I touch on a dangerous topic. 
We physicians instinctively—and usually rightly— 
strive to prolong life. Yet, in some instances, a 
humanitarian outlook may well temper our 
natural attitude. Let me give an extreme in- 
stance, which is, however, only one of many 
from my personal experience. I saw in consulta- 
tion a woman in her late seventies who had had, 
a fortnight previously, a very extensive operation 
for abdominal cancer. The propriety of such an 
operation in an aged individual might possibly 
be questioned even had it been temporarily suc- 
cessful, but in this case, things went wrong. The 
two practitioners in attendance had for two days 
at least recognized the case was hopeless, the 
friends were so apprised and were resigned, the 
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patient was lapsing towards unconsciousness. 
When I entered the sick-room, I was literally 
appalled! The patient was unconscious and 
obviously within a few hours of death; yet an 
oxygen tank was in full swing and an intra- 
venous needle still lay on one elbow, though 
obviously no absorption was now possible; a 
four-hourly catheterization was still continued 
by the trained nurses in attendance. The veriest 
tyro would have read, by a glance at the patient, 
the immediate approach of death. Had a photo- 
graph of a dog looking so pitiful been published, 
an outcry from the S.P.C.A. would have arisen. 
The dying have rights, not always respected, be- 
cause they cannot be personally asserted and 
the friends are too upset and bewildered at the 
moment to enforce their observance. The note 
of Humanism should be heard more often, even 
in an age fascinated by the glittering triumphs 
of the laboratory and the operating room. 





THE HA MATOPATHOLOGICAL 
COMPLICATIONS OF GOLD 
THERAPY: EFFECTS OF 
SPLENECTOMY AND BAL 


E. M. WATSON, M.D., F.R.C.P.[C.],! 
London, Ont. 


OF THE COMPLICATIONS associated with the 
therapeutic use of gold salts, those affecting the 
hzmatopoietic system are the most critical. The 
hematopathies related to chrysotherapy com- 
prise thrombocytopenia, granulocytopenia, hypo- 
plastic or aplastic anzemia, occurring singly or in 
various combinations including pancytopenia. 

Although the exact incidence of these dis- 
orders with respect to gold therapy is uncertain, 
thrombocytopenic purpura appears to be most 
frequently encountered. Aplastic anzmia, while 
less common, is the most lethal. According to the 
data cited by Mettier, McBride and Li,’ pur- 
pura has been observed in 1.5% of a large group 
of patients treated with gold for the relief of 
rheumatoid arthritis. In the majority of instances, 
the complication was mild and cleared rather 
promptly upon the discontinuance of the medi- 
cation. However, in an appreciable number of 
the patients, it was sufficiently severe to consti- 
tute a vital hazard. 


*From the Division of Clinical Pathology, Meék Memorial 
Laboratory, ‘Victoria Hospital and the Department. of 
Medicine, University’ of Western Ontario, London, Ont. 
+Professor. of , Pathological Chemistry and Senior Asso- 
ciate, in Médicine, Faculty of Medicine, University of 
Western Ontario, London, Ont. 


The published records of the hamatodys- 
crasias secondary to gold, as summarized by 
Marriott and Peters,? include 28 cases of 
“hemorrhagic” and thrombocytopenic purpura, 
of whom 10 terminated fatally; 10 cases of 
granulocytopenia with two deaths and 19 
instances of aplastic anemia with 14 fatalities. 

The manner by which the compounds of gold 
effect these several blood dyscrasias is debatable. 
Doubtless, it is possible for the chemical agent to 
exert a destructive or depressing action directly 
upon the tissue of the bone marrow, the results 
of which would be reflected as deficiencies 
within the peripheral blood. There is apparently 
no direct evidence to support or to refute this 
myelotoxic theory. 

By reason of the advancement of a recent con- 
cept pertaining to the rdle of the spleen in 
hematopoiesis, an alternative modus operandi 
merits consideration. There is some indication 
that excessive functional activity of the spleen 
may, under certain circumstances, express. an 
inhibitory influence, remotely, upon the bone 
marrow of such a nature.that this tissue is not 
permitted to deliver its cellular products to the 
blood stream in normal numbers. Consequently, 
the so-called hypersplenic syndrome may -be- 
come manifest in terms of thrombocytopenia, 
neutropenia, oligocythemia or panhzmocyto- 
penia. It is not inconceivable, therefore, that the 
chemical substances in question may act upon 
the spleen, initiating in some unknown manner 
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a disturbance of its functions. By virtue of this 
conception, the blood dyscrasias related to gold, 
as suggested by Marriott and Peters,? may be 
regarded pathogenetically as falling within the 
realm of secondary hypersplenism. 

The benefits derivable from splenectomy in 
patients with idiopathic thrombocytopenic pur- 
pura and other types of primary hypersplenism 
are well known. The most striking and_per- 
manent salutary results of this surgical procedure 
have been in those patients with cellular bone 
marrow. Pertinent information is supplied in the 
general reviews of the subject by Robson* and 
Marriott and Peters.” 

There are on record six instances of hamato- 
logical disorders, secondary to chrysotherapy, 
treated by splenectomy. Of the four cases men- 
tioned by Elliott, in which this operation was 
performed for thrombocytopenic purpura, two 
responded by complete arrest of the thrombo- 
cytopenia; one showed marked improvement 
and one was lost to follow-up. Mettier, McBride 
and Li' reported immediate and lasting recovery 
following splenectomy in a_ patient with 
thrombocytopenic purpura due to the admin- 
istration of gold. Marriott and Peters? described 
a case of hypoplastic anzemia secondary to gold 
that was apparently cured by splenectomy. 

Below are the records of two patients who 
developed hzmatodyscrasias following the use 
of gold preparations for the treatment of 
arthritis and who exhibited hematological and 
clinical improvement as a result of splenectomy. 
A third case is presented to demonstrate the in- 
effectiveness of BAL (British anti-lewisite) as a 
corrective in thrombocytopenic purpura compli- 
cating chrysotherapy. 


CasE 1 

Pancytopenia.—Mr. D.M., banker, aged 41, had suf- 
fered from chronic polyarthritis since 1932. This disease, 
while associated with considerable discomfort at times, 
did not incapacitate him. Several forms of treatment, 
including the liberal use of salicylates, had been tried 
without much satisfaction or lasting success. Beginning 
in January 1949, he was given injections of Myochrisine 
(aqueous) at weekly intervals. Between January 15 and 
June 16 he had received 22 such treatments representing 
a total of 1.075 gm. of the medicament. 

The results were pleasing in that he experienced relief 
from his arthritic symptoms. Unfortunately, a relapse 
occurred after a few months. Consequently, a second 
course of therapy involving the same drug was started 
in September 1949. Prompt clinical improvement again 
occurred. Up to the time of the cessation of the treat- 
ment on January 5, 1950, the patient had received 12 
injections with a total of 625 mgm. of Myochrisine dur- 
ing this second course. 

About the. middle of December 1949, he became 
aware of the development of new and different symp- 
toms including weakness, exertional dyspnoea, cardiac 
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palpitation and unusual pallor. By mid-January he was 
completely incapacitated. 

Upon entry to the Victoria Hospital, London, January 
18, 1950, the man was critically ill. Petechiz were 
iy on the legs, trunk and buccal mucous mem- 

rane. The temperature was 99° F.; the pulse 90 and 
the respirations 20. The heart sounds were not remark- 
able for the circumstances. The blood pressure was 
100/40. Neither the spleen nor the liver were palpable. 
Small lymph nodes were felt in the axillz “aa groins. 

The hemoglobin, estimated photoelectrically, was 4.7 
gm. per 100 ml. of blood (30%); the erythrocytes 
numbered 1,270,000 and the leukocytes 3,150. The 
distribution of the latter was normal according to the 
differential formula. The appearance of the erythrocytes 
in the stained smear was not suggestive of pernicious or 
hemolytic anemia. The platelet count (Rees and Ecker 
method) was 68,000. The sternal marrow was distinctly 
cellular with essentially normal quota of the various 
components. 

Between January 18 and 25, 1,500 c.c. of whole blood 
and 1,500 c.c. of packed red blood cells were given by 
transfusion. Definite subjective improvement ensued but 
petechiz continued to appear, particularly on the legs, 
until February 15. The hematological changes are shown 
in Table I. While the hemoglobin and the red cells rose 
to approximately normal levels, the leukopenia and the 
thrombocytopenia persisted. The patient was dismissed 
from the hospital on February 18 much improved 
clinically and without obvious purpuric manifestations. 

Re-examination on March 1 showed the hemoglobin to 
be 13.2 gm. per 100 ml. of blood (82%), the erythro- 
cytes, 3,180,000, the leukocytes 4,100 and the platelets 
44,000. One week later, the hemoglobin had declined to 
10.4 gm. (65%), the erythrocytes to 3,140,000 and the 
leukocytes to 3,350, without change in the platelet count. 
The patient was re-hospitalized and given 500 c.c. of 
whole blood and 1,500 c.c. of packed red cells by 
transfusion. 

The results of this treatment and the subsequent 
follow-up are revealed in Table I. The pancytopenia re- 
curred and progressed despite intensive therapy with 
hzematinics until, on _ 5, the hemoglobin was 10.4 
gm. (65%), the erythrocytes 2,330,000 and the leuko- 
cytes 2,250. Meanwhile the thrombocytes had fluctuated 
between 40,000 and 65,000. The patient was hospital- 
ized a third time and given blood by transfusions with 
the effects shown in the Table. 

Despite the fact that during a period of six months this 


. man had received 22 pints of blood or the cells there- 


from, as well as other anti-anzemic therapy, he was 
unable to resume his occupation and the hematological 
disturbances exhibited no immediate promise of re- 
mitting. Consequently, splenectomy was advised and 
this operation was performed without incident by Dr. 
A. D. McLachlin on June 12, 1950. 

The platelet count three hours postoperatively was 
70,000. The following day it was the same, but on June 
14, it had risen to 114,000. The patient had an unevent- 
ful convalescence and was discharged on June 24, 1950. 
Subsequently, the hemoglobin values, red and white 
cell counts maintained essentially normal levels. The 
platelets, although much more numerous than before the 
splenectomy, continued to be somewhat deficient. Clini- 
cal improvement coincided with the hematological re- 
sponse. The patient gradually regained strength and 
weight and was able to resume his work although he 
continued to suffer pain and stiffness of his joints. No 
transfused blood was necessary or given on the day of 
the operation or subsequently. 

The spleen of this patient was examined by Professor 
J. H. Fisher, Pathologist, who reported his observations 
as follows: “The spleen weighs 159 gm. Histologically, 
the Malpighian follicles show some evidence of ge ge fe 
although this is not a very prominent feature. Most of the 
follicles possess no germinal centres. The central zone 
consists of small lymphocytes surrounded by a_ wider 
peripheral zone of large lymphocytes (lymphoblasts ) 
and wherein scattered mitotic figures are noted. The 
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capsule is not thickened. The splenic sinuses, which are 
dilated, stand out prominently and are engorged with 
blood. The arterioles show a mild hyaline achaiainn 
Many of the reticulo-endothelial cells contain hzmo- 
siderin pigment. Scattered polymorphonuclear eosino- 
philes and an occasional megakaryocyte are distributed 
through the splenic pulp. The latter is not fibrotic and 
the fibrous trabecule are not thickened. There is no 
evidence of leukemic infiltration. The findings are con- 
sistent with those which are indicative of hypersplenism.” 


Comment.—The “zoning” referred to above 
has been described by Leffler.’ Typically, in this 
phenomenon, the Malpighian follicles consist of 
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with respect to the arthritis coincided with this therapy. 
However, within two weeks after the discontinuance of 
the injections of the gold compound, dermatitis de- 
veloped, rather prompt disappearance of which followed 
the administration of BAL. The patient evidently enjoyed 
reasonably good health during the summer of 1950 bet 
subsequently developed general weakness and _ pallor. 
Frequent attacks - epistaxis and vertigo were ex- 
perienced and a purpuric rash appeared on the extrem- 
ities. Following a fainting attack, associated with 
melzna, in January 1951, she was admitted to a hospital 
for 16 days during which time she was given three blood 
transfusions. Radiographic investigation of the gastro- 
intestinal tract failed to reveal a cause for the enteral 
bleeding. Despite intensive anti-anzemic therapy, her 

















TABLE IT. 
Cass 1, D.M. 
Hb. R.B.C. W.B.C. Diff. W.B.C. % Platelets 
Date (g./100 ml.) (M./c.mm.) (per c.mm.) N. L. E. M. B. (perc.mm.) Remarks 
1950 
Jan. 18 ; Ist admission 
18 4.7- 1.27 3,150 70 27 3 68,000 Transfusion 
19 5.3 1.42 3,600 54 46 Transfusion 
25 Ls: 7 4.02 5,550 62 38 Transfusion 
30 14.8 4.55 4,400 32,000 
Feb. 7 15.3 4.49 56,000 
13 14.1 4.42 5,650 40 56 2 2 50,000 
18 13.0 4.22 5,100 54 42 4 66,000 Discharged 
March 1 13.2 3.81 4,100 68 42 44,000 
8 2nd admission 
8 10.4 3.14 3,350 48 48 4 40,000 Transfusion 
10 12.0 4.24 4,700 58,000 Transfusion 
11 15.0 §.12 5,900 
13 15.3 Discharged 
29 14.4 4.16 5,300 62 34 2 2 76,000 
April 26 13.2 3.13 3,150 53 42 2 3 40,000 
May 31 10.4 2.50 2,900 5242 1 1 64,000 
June 3 3rd admission 
5 10.4 2.44 2,250 46 54 62,000 Transfusion 
6 12.0 3.77 
7 13.6 3.95 56,000 Transfusion 
- * 13.3 4.29 66,000 Transfusion 
12 SPLENECTOMY 
13 13.4 4.51 8,250 70 29 l 70,000 
15 12.2 4.30 8,100 64 34 2 100,000 
23 15.0 4.38 5,450 60 36 4 114,000 
24 Discharged 
July 19 13.8 4.07 8,000 70 30 120,000 
Aug. 16 14.4 4.15 6,050 56 46 4 4 98,000 
Sept. 20 13.6 4.11 6,200 59 56 112,000 
Oct. 25 15.2 4.33 6,700 56 40 4 114,000 
Nov. 29 14.4 4.02 5,550 388 54 4 4 118,000 
Dec. 27 13.0 3.73 6,550 66 30 2 2 112,000 
1951 
Feb. 21 13.0 3.97 6,800 66 30 2 2 102,000 
June 13 13.3 4.11 8,850 56 38 2 4 108,000 
Sept. 14 12.8 4.46 7,500 70 2% 2- 2 130,000 
Dec. 12 13.8 4.07 8,950 45 4 4 § 182,000 





a germinal centre surrounded by a zone of small, 
dark, mature lymphocytes followed by a peri- 
pheral or marginal zone of large, pale lympho- 
cytes (lymphoblasts). Leffler has emphasized the 
importance of the widened marginal zones as a 
constant histological feature of hypersplenism. 


CAasE 2 


Thrombocytopenic purpura.—Mrs. V.C., aged 60, suf- 
fered acute arthritis involving the hands, feet, knees and 
shoulders, beginning in April 1949. Failing the desired 
results from a variety of aramanie measures, a course 
of gold therapy was instituted. A total dosaage of 1.265 
gm. of Solganal B oleosum was given between Novem- 

er 8, 1949 and February 24, 1950. Symptomatic benefit 

























clinical condition regressed and she was referred to the 
Victoria Hospital, London, on March 24, 1951. 

On admission, the patient appeared to be seriously ill. 
The initial examination revealed pallor with petech‘z 
distributed generally over the body surface but most 
marked on the legs. Hamorrhagic spots were present 
also in the buccal mucous membrane. The blood pres- 
sure was 170/80 mm.; a systolic murmur, grade II, 
propagated to the axilla was heard. The liver edge was 
felt one finger breadth below the costal margin and the 
spleen was slightly enlarged. The superficial lymph 
glands were not aleitle. The hemoglobin was 8.6 gm. 
per 100 ml. of blood (53%); the erythrocytes numbered 
2,740,000, the leukocytes 6,000 and the platelets 54,000. 
The bleeding time was 12 minutes, the clotting time 
(Lee and White method) 8 minutes and the clot re- 
traction was imperfect. The sternal bone marrow was 
cellular and apparently normal. 
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The patient received 10 transfusions, each comprised 
of 250 c.c. of packed red blood cells, between March 
25 and April 10 with the result shown in Table II. Dur- 
ing this period of time, the melzena, epistaxis and 
purpura persisted. Splenectomy was performed by Dr. 
A. D. McLachlin on April 12. The patient received 1,000 
c.c. of whole blood on that day and 500 c.c. on each 
of the succeeding three days. The active bleeding 
ceased rather promptly, the blood platelet count rose 
gradually, the purpuric lesions faded and an uneventful 
convalescence ensued. 

Subsequent observations showed the sustainment of 
a state ot well being with a gain of weight and strength 
and with blood conditions as shown in Table II. There 
has been no recurrence of bruising or other manifesta- 
tion of a bleeding tendency. Although the leukocyte 
count remained at a level higher than normal for a 
somewhat longer time than is usual following splen- 
ectomy, no indication of the existence of a leukemic 
process existed. The occurrence of a leukocytosis follow- 
ing splenectomy is not unusual. 

The following pathological report was submitted by 
Professor J. H. Fisher: “Weight of the spleen 497 gm. On 
gross section, the pulp is soft and mushy. Whitish-grey 
areas approximately 1 mm. in diameter are scattered 
through the splenic pulp. Microscopically, the Malpighian 
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loss of 40 pounds weight had been sustained over the 
preceding five years. It is of interest that a remission of 
the arthritis occurred during a pregancy in 1947. 

Because of the pain and disability occasioned by the 
arthritis, the administration of Myochrisine (aqueous ) 
was begun in August 1950. A total of 450 mgm. of this 
drug was injected up to January 1951 at which time 
petechial spots were observed in the skin. Although sub- 
jective improvement accompanied the chrysotherapy, a 
zemorrhagic complication, evidenced by purpura over 
much of the surface of the body, associated with bleed- 
ing from the gums, developed. The Rumpell-Leede test 
was positive. The patient was re-admitted February 15, 
1951. 

Profuse petechial cutaneous lesions were present. 
Neither the spleen, the liver nor the superficial lymph 
nodes were palpable. There was a pronounced anemia 
and thrombocytopenia. The cytology of the sternal bone 
marrow was normal. 

Since BAL was known to exercise favourable effects in 
counteracting the usual dermal complication of chryso- 
therapy, it was decided to try this product in the 
circumstance. Accordingly, the patient received 21 in- 
jections (1.5 c.c. each) of BAL in addition to several 
blood transfusions with the effects upon the hzmatologi- 
cal values shown in Table III. No immediate improve- 
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.W.BC. % 
Date (g./100 ml.) (M./c.mm.) (per c.mm.) | a a a CF (per c.mm.) Remarks 
1951 
March 24 Admitted 
24 8.6 2.74 6,000 58 42 54,000 Transfusion 
aT 8.1 2.30 13,150 7 22 42,000 Transfusion 
31 10.1 2.92 12,900 66 28 54,000 Transfusion 
April 3 8.2 2.38 10,250 66 32 2 Transfusion 
9 11.3 3.22 Transfusion 
12 , SPLENECTOMY 
13 6.6 2.19 21,250 78 22 54,000 Transfusion 
15 70,000 Transfusion 
16 96,000 
17 13.6 4.00 14,700 80 16 84,000 
18 96,000 
20 160,000 
21 12.1 3.34 9,150 64 28 2 120,000 
24 12.4 4.28 10,850 76 20 2 126,000 
25 Discharged 
May §_ 16 12.8 4.26 15,700 58 36 124,000 
Nov. 21 15.8 5.13 19,000 33 67 130,000 
1952 s 
April 16 14.4 4.67 12,150 52 44 4 138,000 





follicles are unusually large and prominent for a person 
of this age. They show well marked ‘zoning’. Many 
possess large germinal centres surrounded by a zone of 
dark, small lymphocytes. The marginal zones are com- 
posed of large pale lymphocytes. In these marginal zones 
there is a rich proliferation of reticulum which sur- 
rounds groups of cells rather than individual cells. These 
changes represent what is commonly referred to as hyper- 
splenism. The splenic sinuses and pulp are packed with 
red blood cells. The reticulo-endothelial cells contain 
considerable heemosiderin pigment and many ingested 
red blood cells. Myeloid a in moderate numbers and 
scattered megakaryocytes are present in the sinuses and 
splenic pulp.” 


CasE 3 

Thrombocytopenic purpura.—Mrs. V.M., aged 32, 
began to suffer from arthritis in 1945. The condition 
became progressively worse and, upon admission in June 
1950, she exhibited the typical manifestations of rheuma- 
toid arthritis with involvement of the small and large 
joints of the extremities and of the spine. The sedimenta- 
tion velocity ranged from 85 to 125 mm. in one hour. A 





ment of the purpura occurred but the lesions gradually 
became less pronounced and no fresh spots appeared 
during the several days prior to her dismissal from the 
hospital on March 22, 1951. However, the thrombo- 
cytopenia and anemia and thrombocytopenia were still 
present. 

Although the probable advantages of splenectomy 
were discussed with this patient, consent for the opera- 
tion was not granted and a further follow-up of her 
condition has not been possible. 


DISCUSSION 

So long as preparations containing gold con- 
tinue to be employed therapeutically, the 
hzematopathological complications associated 
with their use should be anticipated and their 
gravity must be realized. While the secondary 
or drug-induced thrombocytopenias usually are 
excluded from the indications for splenectomy,* * 
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this operative procedure would seem to he justi- 
fiable under certain circumstances such as those 
in which the disorder is related to the therapeutic 
use of gold, particularly where the establishment 
of a permanent remission seems unlikely under 
conservative management. The observed bene- 
ficial effects of splenectomy upon the platelet 
count may be explainable by the assumption that 
the compounds of gold influence the activities 
of the spleen in such a manner as to produce a 
state resembling so-called secondary hypersplen- 
ism. The histopathological features of the spleens 
removed from the patients described above are 
consistent with this theory. It is noteworthy that 


TABLE III. 


Watson: Gowp THERAPY 31 





been of interest to determine whether or not in- 
creases of platelets similar to those observed in 
idiopathic thrombocytopenic purpura following 
the hormone therapy’ '' would have occurred. 


SUMMARY 

1. The hezmatopathological complications of 
chrysotherapy are reviewed briefly. 

2. A case of pancytopenia and two cases of 
thrombocytopenic purpura developing after the 
use of gold preparations are described. 

3. In two of these cases, clinical and hzmato- 
logical improvement followed splenectomy. 

4. The administration of BAL to one patient 
failed to influence the thrombocytopenia. 





Case 3, Mrs. V.M. 











Hb. R.BC. WBC. Dif. W.B.C. % Platelets 
Date (g./100 ml.) (M./c.mm.) (per c.mm.) N. L. E. M. B. (perc.mm.) Remarks 
1950 
June 30 12.8 4.16 5,550 78 18 4 
Aug. 9 12.5 5,900 
Oct. 5 1 5,400 
Dec. 14 11.5 5,100 
1951 
Jan. 18 11.5 5,100 
Feb. 15 Admitted 
16 9.0 2.60 5,500 54 44 2 60,000 BAL 
17 BAL. Transf. 
18 BAL 
19 BAL. Transf. 
20 BAL 
21 11.9 3.47 4,450 64 34 2 68,000 BAL 
22 BAL 
23 BAL 
24 BAL 
25 BAL 
26 11.3 3.27 4,550 66 34 30,000 
March 5 13.6 3.95 8,650 4 2-2 32 38,000 
8 15.3 3.50 5,700 50,000 
13 11.3 2.98 4,650 54 38 4 4 48,000 
15 Transfusion 
19 10.3 44,000 
21 9.0 2.49 5,350 58 42 30,000 
22 Discharged 








an abrupt marked elevation of the blood platelet 
counts such as occurs usually following splenec- 
tomy in idiopathic thrombocytopenic purpura 
was not observed in these cases. 

Because of the salutary results obtained with 
BAL in treating the cutaneous toxic reactions to 
gold, this substance has been tried in cases with 
hematological reactions with indifferent results. 
Lockie, Norcross and George* reported recovery 
in one case each of thrombocytopenic purpura 
and granulocytopenia following the administra- 
tion of BAL. Other experience® including that 
related here has been disappointing. 

An opportunity has not been afforded to try 
the effects of ACTH or cortisone in the patients 
referred to in this paper although it would have 


5. A possible relationship between the toxic 
effects of gold and splenic function is discussed. 


The writer is indebted to Dr. F. J. Milner, Exeter, 
Ontario, Dr. F. S. Brien and Dr. N. J. — London, 
Ont., for the opportunity to observe and report these 


cases. 
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LIVER FUNCTION STUDIES 
ON ALCOHOLICS* 


G. L. McBROOM, M.D., B.Sc.(Med.), 
F.R.C.P.[C.] and 
H. WARD SMITH, Ph.D., Toronto 


MANY WORKERS have studied the liver function 
of alcoholics on admission to hospital.’ * How- 
ever, we are not aware of similar studies after 
extended periods of treatment. This paper pre- 
sents the results of liver function tests made on 
alcoholics both on admission to hospital and 


TABLE I. 
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Almost all of these men were in the middle or 
higher economic groups. Although they had 
access to adequate diets, they had ingested rela- 
tively little protein and much alcohol. The gen- 
eral health of these patients was good, with the 
exception of one man who was suffering from 
severe thrombophlebitis in both legs, along with 
advanced portal cirrhosis (patient No. 2, 
Table I). 

The results of four recognized liver function 
tests and clinical examination for liver pathology, 
were compared in 40 patients. The tests included 





Rate of removal of alcohol 


























Thymol Quantitative bilirubin % amt. 
Case Bromsulphalein % retention turbidity (mgm. %) present Liver 
No. 30 min. 45 min. (units) 1 min. Total /hour mgm.%/hr. — enlargement 
1 65.0 — 5.0 0.15 0.6 7.8 22.6 0 
2 48.5 — 10.0 2.3 5.4 ee + 
3 42.5 27.5 3.0 —_— 14.9 40.4 0 
d 41.0 —_— 5.0 0.3 6.7 9.5 24.4 + 
5 32.0 32.0 2.0 0.15 0.9 6.7 12.1 0 
6 27.5 12.5 4.5 0.2 0.6 12.9 24.0 0 
7 24.5 6.5 0.15 1.5 9.3 33.6 0 
8 24.5 — 12.5 0.35 1.3 — —_— 0 
y 21.0 —- 2.0 0.3 0.9 9.7 17.4 + 
10 20.5 8.0 5.0 0.15 1.2 —_— — 0 
11 20.0 — 2.0 0.3 0.9 — — 0 
12 20.0 17.0 8.5 0.05 0.4 7.2 21.3 + 
13 20.0 — 4.5 0.0 6.8 18.4 0 
14 17.5 15.0 4.5 0.2 0.9 9.8 29.6 + 
15 17.0 17.0 2.0 0.05 0.0 7.5 25.0 0 
16 17.0 —_— 6.0 0.15 1.0 11.2 33.8 + 
17 16.0 10.0 1.0 0.3 0.6 7.6 21.9 + 
18 15.5 11.5 5.5 0.15 0.7 6.0 20.0 0 
19 15.5 7.0 6.0 0.45 1.5 — — 0 
20 15.0 — — 0.3 0.9 — 0 
21 14.5 8.5 8.5 0.05 0.4 6.6 19.0 
22 14.5 6.5 2.5 0.15 1.2 0 
23 14.0 — 2.0 0.15 0.2 16.6 25.3 0 
24 14.0 10.5 5.5 0.0 0.0 — ome a 
25 12.0 5.0 5.5 0.05 0.7 9.3 21.6 0 
26 12.0 6.0 10.0 — — 29.5 24.1 0 
27 11.5 6.0 1.5 0.05 0.1 17.2 27.8 0 
28 11.5 11.5 8.0 0.15 1.7 10.7 19.1 0 
29 10.0 6.0 5.0 0.2 0.4 11.0 27.1 + 
30 10.0 10.0 6.0 0.2 0.7 — — 0 
31 9.5 — 5.0 0.2 0.9 — — 0 
32 8.0 4.0 5.0 0.05 0.7 15.3 30.8 + 
33 8.0 — 1.0 — — — — 0 
34 8.0 — 2.0 0.05 0.4 — — 0 
35 6.0 4.0 3.0 0.15 0.6 12.0 31.5 0 
36 5.5 2.5 3.0 0.15 — 6.3 20.7 0 
37 5.5 2.5 7.0 0.15 0.6 — — 0 
38 5.0 4.0 5.0 — — 19.2 18.5 a 
39 4.5 3.5 4.5 0.2 0.3 11.5 30.1 0 
40 3.5 — 3.5 0.2 0.7 10.7 34.0 0 


after periods of treatment extending to a year. 
Many of the patients were receiving Antabuse 
and its effect on liver function was assessed. 
The patients studied were male alcoholics 
ranging from 32 to 60 years of age (av. 47.5). 


*From the Department of Pharmacology, University of 
Toronto. 


This study was supported by a grant from the National 
Research Council, Ottawa. 








the bromsulphalein retention,* one minute and 
total serum bilirubin,* > and thymol turbidity.® 
Since it is possible that the acute alcoholic state 
per se might affect the tests, these were per- 
formed on 10 patients when acutely intoxicated 
and repeated 12 hours later when they were 
sober. The rate of removal of alcohol from the 
blood was determined in 27 of the patients 
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since it has been suggested as a liver function 
test.” ® 

Bromsulphalein retention was estimated in an 
additional 276 patients shortly after admission 
to hospital. In 20 of our patients, who had high 
values, this test was repeated after 1 to 60 weeks 
of therapy. Bromsulphalein retention was com- 
pared in 20 patients prior to and after 6 to 56 
weeks of Antabuse medication. 


METHOD 


Blood samples for the bromsulphalein % retention, 
one minute and total bilirubin, and thymol turbidity tests, 
were taken while the patients were in the fasting state. 
Photoelectric colorimetry methods were employed for all 
tests. 


The one minute bilirubin with a normal value not 


exceeding 0.2 mgm. per 100 ml. serum, represents a 
quantitative measure of van den Bergh’s one minute 
qualitative prompt direct reaction. The total bilirubin, 
with a normal value not greater than 1 mgm. per 100 ml. 
serum, represents the total amount of bilirubin (direct 
and indirect reacting) present. 

It is generally al that the bromsulphalein % re- 
tention test is a more sensitive measure of the excretory 
function of the liver than the one minute and total bili- 
rubin tests. In this test, 5 mgm. of bromsulphalein per 
kilo of body weight were given intravenously. Then, one- 
half hour (and. occasionally three-quarters of an hour) 
later, blood was taken and the % of the dye retained 
in the serum determined. 

Abnormally high elevations of thymol turbidity values 
involve alterations in serum proteins which sometimes 
accompany diffuse liver damage. According to Shank and 
Hoagland® the upper limit of normal for the thymol 
turbidity test is 5 units. Our upper limit of normal ap- 
peared to be 7.5 units, probably because the pH of our 
reagent (7.52) was slightly lower than usual. 

The aforementioned liver function tests (brom- 
sulphalein, thymol turbidity, one minute and total bili- 
rubin) were performed on 10 patients when they were 
admitted acutely intoxicated and repeated 12 hours 
later when they were sober. The average total bilirubin 
values 12 hours after admission were significantly 
higher (from 0.7 to 1.3 mgm. per 100 ml., p less than 
0.01). The increased formation of indirect bilirubin may 
have resulted from temporarily increased destruction of 
erythrocytes following intravenous administration of 50 
ml. of 50% glucose (with insulin and vitamins) to these 
patients approximately 4 hours after admission. With the 
other tests no appreciable differences were observed. 

Samples were taken for alcohol determination 2 hours 
after admission and again 2 to 4 hours later. The dif- 
ference in concentration of alcohol between the first and 
second of these samples gave a measure of the rate of 
removal of alcohol. This was expressed either as a per- 
centage of the average concentration present removed 
per hour, or as mgm. of alcohol removed per 100 ml. of 
blood per hour. 


RESULTS 


Table I presents the results of the liver func- 


tion studies made on the first 40 patients 12 - 


hours after admission to hospital. Twenty-eight 
(70% ) of these had higher than normal (over 
10%) 30 minute-bromsulphalein retention values. 
Fifteen of these patients also had higher than 
normal values in one or more of the other chemi- 
cal tests. The thymol turbidity was higher than 
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normal (over 7.5 units) in 6 of these patients; 
the one minute bilirubin was higher than normal 
(over 0.2 mgm. per 100 ml.) in 8 patients; and the 
total bilirubin was higher than normal (over 1 
mgm. per 100 ml.) in 7 patients. Neither the 
thymol turbidity test nor the one minute and 
total bilirubin tests gave abnormal results when 
the bromsulphalein test was normal. In 11 of 
the 40 patients the liver was readily palpable; 
three of these had bromsulphalein values within 
normal limits. In 13 patients, the only positive 
finding was an elevated bromsulphalein value. 

Out of the next 276 patients, 128 (46%) had 
bromsulphalein retention values higher than 
10%, in 13 the value was between 20 and 30%, 
and in 15 the values were over 30%. In 20 of 
the patients who had high values (20 to 57%), 
the bromsulphalein test was repeated at intervals 
and the results are shown in Table II. 


TABLE II. 





Bromsulphalein % retention Interval between 





Initial Later Decrease tests (weeks) 
47°" 32 15 17 
4q7* 17 30 60 
42 19 23 2 
54 27 27 4 
57 52 5 4 
43 7 36 9 
38 11 27 6 
26 15 11 29 
27 20 7 1 
31 8 23 2 
34 23 11 4 
31 22 9 1% 
35 25 10 1% 
35 18 17 1% 
24 15 9 2 
43 14 29 3 
32 5 27 18 
17 6 11 344 
17 27 —10* 1714* 
18 7 11 8 
15 28 —13* 6* 





*Readmitted to hospital acutely intoxicated. 
**Same patient. 





These results indicate that the bromsulphalein 
retention values are restored toward normal 
during treatment. Apart from mental and social 
re-orientation, treatment consisted of abrupt 
withdrawal of both alcohol and sedatives, intra- 
venous administration of insulin, glucose and 
vitamins,” ?° a balanced diet with additional 
lipotropic factors (choline) for the first 5 days 
in many instances. In most cases Antabuse was 
administered after the bromsulphalein retention 
values decreased below 20%. 

Twenty patients were given bromsulphalein 
retention tests before and 5 to 56 weeks (av. 
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33%, ) after receiving Antabuse. The results are 
summarized in Table III. 


These results indicate that Antabuse had no 
deleterious effect on liver function measurable 
by this test. In fact, 4 patients had considerable 
decrease in bromsulphalein values similar to 
those shown in Table II. 


The liver function of 8 patients who received 
Antabuse for shorter periods of time (5 to 19 
weeks ) was tested, using the thymol turbidity 
and the one minute and total bilirubin tests, as 
well as the bromsulphalein test. The only trend 
observed was a definite improvement in the 
bromsulphalein test in two cases. 

The rates of removal of alcohol from the blood 
are shown in Table I. Analysis of the results in 
comparison with the other tests revealed no 
useful or suggestive trends. 














TABLE III. 
Period of 
Daily dose Bromsulphalein retention % Antabuse 
Antabuse Before Last adminis- 
(gm.) Antabuse test Diff. tration 
(weeks) 
1/8 15.0 14.0 -1.0 43 
A 12.0 13.0 1.0 26 
1/16 —_— 7.5 —- 56 
A 1.5 4.0 2.5 53 
1/8 6.5 5.0 -1.5 48 
1/8 — 9.0 —- 54 
14 4.0 2.5 -1.5 42 
: 19.0 15.0 -4.0 32* 
1/8 26.0 15.0 ~9.0 36 
1/16 13.0 | 11.0 -2.0 18 
yy 5.0 5.5 0.5 25 
4 6.5 5.0 -1.5 41 
V4 17.5 15.0 2.5 38* 
? 23.0 11.0 -12.0 40 
r 3.0 7.5 4.5 28 
? 7.0 9.5 2.0 38 
1/8 8.5 3.0 -5.5 27 
4 32.0 4.5 -27.5 12 
VA 14.0 4.5 -9.5 6 
4 4.5 3.5 -1.0 16 


*There is some evidence that these two patients on oc- 
casion discontinued Antabuse and resumed drinking. 





DISCUSSION 


Bromsulphalein retention values decreased 
towards normal when patients stopped -drinking 
and began eating a well-balanced diet. These 
studies indicate that Antabuse in doses adequate 
to maintain “alcohol sensitivity” did not adversely 
affect bromsulphalein retention. In fact, 4 pa- 
tients had marked improvement in bromsul- 
phalein values while taking Antabuse. 


As Dauphinee and Sinclair’ point out, an ab- 
normal retention of bromsulphalein is nearly al- 
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ways shown by patients with cirrhosis (includ- 
ing so-called “fatty” cirrhosis). These authors 
also state that fatty infiltration of the liver (so 
common among alcoholics) frequently leads to 
cirrhosis, and that with rest in bed and the ad- 
ministration of a well-balanced diet (which will 
probably contain adequate amounts of lipotropic 
factors), fatty livers often diminish rapidly in 
size, and in some cases return completely to 
normal. 

Voegtlin et al.' mention the not unusual fatal 
outcome following periods of physiological strain 
secondary to operation in patients with hepatic 
deficiencies. Accordingly, they suggest liver 
studies in alcoholic patients prior to elective 
surgery. Our studies confirm their findings that 
abnormal liver function tests are common among 
untreated alcoholics. In addition, our studies in- 
dicate that in such cases abstinence from alcohol 
along with a well-balanced diet may be accom- 
panied by considerable improvement in certain 
liver function tests. The bromsulphalein reten- 
tion test appears to be the most useful for fol- 
lowing the progress of these patients. 

Under the conditions of the tests, the rate of 
removal of alcohol from the blood was not a 
useful index of liver function. It should be noted, 
however, that these patients probably had vary- 
ing amounts of alcohol in the alimentary tract 
and that continuing absorption of alcohol might 
have obscured the true rate of removal. To in- 
vestigate the value of the rate of removal of 
alcohol as a test of liver function, it would seem 
to be necessary to give the alcohol intravenously. 


CONCLUSIONS 


1. Approximately 50% of alcoholics studied 
had measurable liver dysfunction as indicated 
by the bromsulphalein test. Normal function was 
usually rapidly restored when a well-balanced 
diet was consumed instead of alcohol. Three 
other liver function tests were less sensitive in 
indicating impairment. 

2. The administration of Antabuse for periods 
up to a year did not adversely influence liver 
function, as measured by any of the tests used. 
In four cases, liver function, as determined by 
bromsulphalein retention improved considerably 
while the patient was receiving Antabuse. 


Our thanks are due to the Clinical Staff of Shadow 
Brook Health Foundation for making this study possible. 
We are also indebted to Prof. J. K. W. Ferguson for his 
many constructive comments on the preparation of this 


paper. 
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DEXTRAN IN TREATMENT 
OF PERSISTENT GEDEMA* 


F. CHIRICO, M.D., Ottawa 


IT Is WELL KNOWN that some cases of cedema of 
cardiac or renal origin do not respond to ordi- 
nary diuretics, or after their prolonged use be- 
come refractory to them. Since we have had 
several such cases in our wards it occurred to 
us that perhaps diuresis could be stimulated by 
intravenous infusions of Dextran. This idea was 
born from the assumption that if the main cause 
of oedema is the disproportion between osmotic 
and mechanical pressures a rise in the former 
should counteract the latter in those cases where 
the latter is a primary factor. The purpose of this 
communication is to report on our still limited 
but encouraging experience with the use of 
Dextran in the treatment of resistant cedema. 


MATERIAL AND METHOD 


Seven cases of congestive cardiac failure, one 
of nephrosis and one case of cedema due to 
severe normocytic anemia of hypoplastic type 
were treated with Dextran. Three cases were 
followed on the public wards where it was pos- 
sible to check carefully the daily intake and out- 
put and the weight at least once per week al- 
though in one of these cases weighing of the 
patient was impossible due to her weakened 
condition. In the remaining cases the observation 
was mainly confined to the clinical status of the 
patient. Preliminary to treatment with Dextran 
these seven patients were followed for at least 
two months during which various diuretics were 
used. Two cases were observed for only one 
week before trial with Dextran. 

The diuretic schedule used most commonly 
in all cases prior to trial of Dextran was as fol- 
lows: Ammonium chloride in the dose of 1 gram 
four times daily was given for three days with 


*From the Department of Medicine, Ottawa General Hos- 
pital and the School of Medicine, University of Ottawa, 
Ottawa, Ont. 





2 c.c. of Salyrgan administered intramuscularly 
on the third day. Although efficacious in most 
cedematous states, this regimen gave little or no 
results in our nine cases. After it was observed 
that Salyrgan was ineffective, Dextran was ad- 
ministered to the patients. The following scheme 
was adopted: 500 c.c. of Dextran were given 
intravenously on three successive days. This was 
followed by ammonium chloride 1 gram four 
times daily for three days and Salyrgan 2 c.c. 
I.M. on the third day. This schedule was not 
followed in the case of nephrosis where am- 
monium chloride and Salyrgan were not given 
after the Dextran infusions, and in the two cases 
followed for only one week where only one 500 
c.c. infusion of Dextran was administered prior 
to Salyrgan. 


RESULTS 


In two of the cases on the public wards which 
were observed carefully (i.e., one case of neph- 
rosis and one case of congestive cardiac failure 
due to rheumatic mitral and aortic valvular heart 
disease) the results were very good. These pa- 
tients lost their oedema within one week after 
the administration of Dextran. They are still free 
of oedema after nine and six months of observa- 
tion respectively. 

The case of cedema due to severe anzmia re- 
sponded well to Dextran but a second and third 
course of this agent was required before full 
benefit was derived. She is still cedema-free after 
two months of observation having lost her 
cedema completely during the week following 
the third course of Dextran. 

Two cases of congestive cardiac failure due to 
arteriosclerotic heart disease were relieved of 
cedema within one week following the infusion 
of only 500 c.c. of Dextran prior to the admin- 
istration of Salyrgan. After one month of observa- 
tion these patients are still in a dry state. 

Two patients suffering from cardiac failure due 
to hypertensive heart disease did not respond to 
Dextran. In both cases kidney function was 
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markedly impaired and the patients were almost 
moribund when Dextran was given. 

A third case of congestive cardiac failure due 
to arteriosclerotic heart disease complicated by 
diabetes mellitus likewise did not respond to 
Dextran. Again kidney impairment was marked. 
This patient also died. 

A fourth case, that of congestive cardiac failure 
due to rheumatic aortic valvular disease was 
clinically improved on discharge but this im- 
provement could not be attributed to Dextran 
since diuresis following its administration was 
no greater than that obtained with ordinary 
diuretics alone. 

The only untoward effect observed during 
these trials with Dextran was the appearance of 
an allergic purpuric reaction in two patients who 
nevertheless showed good diuretic response. The 
reaction was shortlived and was easily controlled 
with antihistaminics. 
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WEEKS 

Fig. 1.—Diuretic response to various agents in a 20 
year old white girl with nephrosis. Each block represents 
the average daily urinary output for 1 week. Response 
to Salyrgan is indicated by spike projecting from block. 
At the top body weight is charted. 


CasE 1 (Fig. 1). 


Miss L.P. This twenty year old white female massively 
cedematous with the nephrotic syndrome was treated 
for a period of 22 weeks with various diuretics. Fig. 1 
illustrates the results obtained with these agents as indi- 
cated by weight and average daily output. The patient 
was on a restricted salt regimen throughout her stay. 
(Total plasma proteins: 6 gm. per 100 c.c. A:G=0.46:1). 

It is to be noted that weekly Salyrgan injections did 
little to increase urinary output. Resodex increased the 
output over a period of one month but not in sufficient 
quantity to markedly reduce weight. However, follow- 
ing cessation of Resodex and resumption of Salyrgan 
administration there occurred a better response to the 
mercurial diuretic. This response was shortlived and in 
the interval between the injections water retention oc- 
curred so that the weight loss was not marked. During 
the seventeenth week of hospitalization 3 infusions of 
Dextran (500 c.c.) on successive days resulted in a 
marked and sustained diuresis which began after the 
second infusion was given and continued for approxi- 
mately one week after its cessation. In this period all 
cedema disappeared and the patient returned to her 
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normal weight. She was kept under observation for 
another month in hospital. There was no recurrence of 
cedema and the urinary output although relatively low 
was in accordance with her “dry state” equalling approxi- 
mately her intake. She is still free of cedema nine months 
after discharge. 


Case 2 (Fig. 2). 


Mrs. S.P. with normocytic anemia due to myelo- 
sclerosis. 

This 76 year old white female was admitted to hos- 
pital with massive oedema involving both legs and the 
trunk. A diagnosis of nutritional oedema and normocytic 
anemia due to myelosclerosis was made. (Total plasma 
proteins 6.5 gram. A:G=0.48:1). Fig. 2 shows the record 
of the urinary output during her stay in hospital. It 
was impossible to weigh the patient due to her weakened 
condition. 

During a week of observation without treatment the 
output was low and cedema appeared to be increasing. 
Diuresis was not markedly improved with Salyrgan. With 
500 c.c. of whole blood the diuresis improved during 
the third week and cedema diminished slightly. It was 
impossible to obtain further blood transfusions and_ it 
was decided to try Dextran. In the fifth week of her stay 
in hospital 500 c.c. of Dextran was given on three suc- 
cessive days followed by ammonium chloride and 
Salyrgan. Diuresis did not improve with Dextran alone 
but when Salyrgan was given the ouiput increased 
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Fig. 2,—Diuretic response in a 76 year old white female 
with severe normocytic anzemia. Each block represents 
the average daily output for 1 week. Response to Salyrgan 
is indicated by spike projecting from block. 


markedly. GEdema diminished over both legs but was 
still present over the sacrum and posterior thoracic 
region. The following week Salyrgan and Dextran were 
repeated with better than average results. 

In the seventh week 500 c.c. of whole blood was 
given on 3 successive days. The output although abund- 
ant was not as great as with Dextran and Salyrgan. 
(Edema was still present over sacrum and thorax. 

Dextran and Salyrgan were repeated again, as out- 
lined above, in the eighth week. Diuresis reached its 
peak at this time and cedema was completely gone by 
the end of the week. A mild purpuric reaction consisting 
of one large ecchymosis occurred 5 days after Salyrgan 
but disappeared within one week. 

Diuresis during the succeeding weeks was low as 
would be expected in the “dry state” of the patient. She 
is still cedema free one and a half months after Dextran. 


Comment.—These two cases with the common 
feature of low plasma proteins and resultant low 


osmotic pressure were ideal for trial of Dextran. 
The following cases with normal plasma proteins 
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illustrate our experience with persistent oedema 
not responding to ordinary diuretics and not at- 
tributable directly to lowered plasma osmotic 
pressure. 


Case 3 (Fig. 3). 

Mrs. E.R. with congestive cardiac failure due to rheu- 
matic mitral and aortic valvular disease. 

This 35 year old white female was treated both in 
hospital i in our out-patient department for approxi- 
mately 2 years. Cardiac decompensation was becoming 
more severe and more difficult to control with each suc- 
ceeding admission. Her last admission was characterized 
by marked dyspnoea and cyanosis, abundant cedema of 
lower extremities and trunk, right sided pleural effusion 
and a grossly enlarged liver. The heart was markedly 
coleeaaa and of the waterbottle type. It was beating 
irregularly in time and force at a slow rate of 60 to 
70 beats per minute. 

She was kept on a maintenance dose of digitalis and 
Salyrgan was administered in conjunction with am- 
monium chloride. Fig. 3 illustrates the response to 
treatment. : 

During the first two weeks on this regimen the cedema 
gradually abated but not completely and cardio respira- 
tory function improved. Pleural effusion, however, per- 
sisted and the liver did not diminish in size. In the suc- 
ceeding 5 weeks the response to Salyrgan diminished 
greatly and the patient gained weight. It was then de- 
cided to try Dextran in the hope that the increased 
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Fig. 3.—Diuretic response in a 35 year old white female 
with congestive cardiac failure due to rheumatic mitral 
and aortic valvular disease. 


osmotic pressure of the plasma would free the tissues 
of excess fluid and potentiate the effect of the mercurial 
diuretic. 

Dextran infusions (500 c.c.) were administered on 3 
successive days during which time no increased output 
was noted. Ammonium chloride was then given for three 
days and on the third day Salyrgan 2 c.c. was admin- 
istered intramuscularly. This was followed by a colossal 
diuresis of 5,000 c.c. in 24 hours and a more sustained 
diuresis during the following week. GEdema disappeared 
as did the pleural effusion. The liver diminished greatly 
in size. Weight loss was approximately 10 kgm. and this 
was maintained during the next seven weeks of observa- 
tion in hospital. Dyspnoea was improved and with quini- 
dine the heart was restored to normal sinus rhythm. She 
is still free of cedema six months after discharge. 

Eight days after the administration of Dextran this 
patient developed urticaria followed by a purpuric erup- 
tion over trunk and extremities. This was relieved by 
antihistaminics and no further reaction was observed. 


Cases 4 and 5. 


Dextran was also administered to two similar cases 
of persistent oedema due to congestive cardiac failure. 
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These patients suffered from arteriosclerotic heart dis- 
ease. Unfortunately complete records of these patients 
as to the output were not kept. They were private pa- 
tients who although clinically improved, otherwise still 
presented abundant ankle and sacral cedema on routine 
treatment. On request of their physician one infusion of 
500 c.c. of Dextran was administered to each followed 
by ammonium chloride and Salyrgan. 

The first patient, Mrs. N.G., aged 81 showed no im- 
mediate improvement and was discharged. Her phy- 
sician, however, reported that on arrival home (4 days 
after Dextran and 1 day after Salyrgan) diuresis com- 
menced leaving the patient in an cedema free state. She 
is still free of cedema after 1 month of observation dur- 
ing which time she has responded well to weekly 
Salyrgan injections. 

The second patient, Mrs. J.C., aged 77 years was ob- 
served for a week previous to infusion of Dextran. There 
was marked cedema of ankles and feet but otherwise the 
patient was in no distress. The output during the week of 
observation averaged 700 c.c. daily despite an injection of 
Salyrgan. After 500 c.c. of Dextran followed by am- 
monium chloride and Salyrgan the urinary output rose to 
2,500 c.c. in 24 hours. GEdema disappeared and the pa- 
tient was discharged. The physician reports that she is 
still in a dry state responding to weekly injections of 
Salyrgan after 1% months. 


CONCLUSIONS 


No definite conclusion can be made due to the 
paucity of cases and incomplete follow up of 
these patients as to water and electrolyte balance. 
It would appear, however, that Dextran is very 
p-omising in the relief of cedema due to lowered 
plasma osmotic pressure as occurs in nephrotic 
states and in nutritional oedema, and in certain 
cardiac states where oedema persists despite 
ayparent improvement of cardiorespiratory 
function. 

The action of Salyrgan appears to be potenti- 
ated by the administration of Dextran. 

Since in 3 cases (Nos. 1, 2 and 3) three infu- 
sions of Dextran were given with good results 
and in 2 cases (Nos. 4 and 5) good results were 
obtained with a single infusion it is not possible 
to say as yet which schedule is most ad- 
vantageous. 

It would appear, however, that three infusions 
are preferable since the diuresis obtained in cases 
1, 2 and 3 was greater than in cases 4 and 5. 


SUMMARY 


A report of 9 cases of persistent oedema treated 
with Dextran is given. Very good results attribut- 
able to Dextran were obtained in 2 cases with 
lowered plasma proteins. 

Very good results attributable to Dextran were 
obtained in 3 cases of congestive cardiac failure 
with normal plasma proteins. 

No results were obtained in 4 patients in 
severe cardiac decompensation. 
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On May 19, 1952, Mrs. R., age 30, was admitted to 
hospital to have her uterus emptied of a dead, 17 weeks 
old fetus, and its placenta. Medical means failing, the 
patient was taken to the operating room on the morning 
of May 23 and, by gentle curettement, the uterus emptied 
of a macerated fetus 17 cm. long, weighing 100 gm., 
and its placenta, weighing 82 gm. Following this the 
uterus did not contract even after intravenous ergo- 
metrine, so that there was a good deal of bleeding. A 
hot intrauterine douche under low pressure was_ then 
used; the uterus contracted; the bleeding stopped and 
the patient was sent back to the ward. There a trans- 
fusion of grouped and cross-matched blood was started 
at 9.30 a.m. When she began to recover consciousness 
Mrs. R. was observed to be having chills, but these were 
not thought to be related to the transfusion, so that it 
was continued to completion at 11.30 a.m. About 250 
c.c. of blood had been given. 

That afternoon the patient was unable to void, and 
when she was catheterized 50 to 60 c.c. of bloody urine 
were obtained. Next morning she was jaundiced. Her 
output of urine fell to 15 c.c. a day. Her blood urea 
nitrogen on May 25 was 44; on May 27, 101. Her 
ee had now disappeared, but her urine output re- 
mained low. On May 31 it began to increase,—25 c.c.— 
and from then on improvement was continuous though 
slow. She was finally discharged from hospital on June 
17, well, and has remained so. The details of treatment 
will be given elsewhere.1 The principles involved have 
been reviewed recently.? 


THE REACTION AND Its CAUSES 


The patient and the donor had been grouped 
as A Rh-negative. In the crossmatch no ag- 
glutination was seen. The first question raised 
was whether the patient’s reaction was due to 
the transfusion, or to the injection of water into 
the uterine cavity, it being thought possible that, 
just as water injected into the bladder at prostat- 
ectomy may produce hemolysis so might it here. 
The Blood Group Reference and _ Research 
Laboratory was asked to investigate the first pos- 
sibility. It was found that the patient’s pre- 
transfusion serum agglutinated the donor’s cells 
strongly by the indirect Coombs’ method’ and 
weakly by the Diamond-Denton albumen 
method.‘ The patient’s reaction was therefore 
assumed to be due to the transfusion. In con- 
firmation the circulating red cells drawn from 
the patient on the third day after transfusion 
were examined for three blood group factors (A,, 
S, and Fy*) present in the donor’s cells but 


*606 Boyd Building, Winnipeg, Manitoba. 


*Blood Group Research and Reference Laboratory, The 
Children’s Hospital, Winnipeg, Manitoba. 
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absent from the patient’s cells before transfusion. 
None of the three could be found, proving neatly 
that the donor’s cells had been eliminated from 
the patient’s circulation, and that the patient's 
reaction was indeed a classical transfusion re- 
action. The antibody in Mrs. R’s blood was found 
to be the recently described’ anti-Duffy 
(anti-Fy®). 

On going further into her history it was 
learned that, at the time of a miscarriage in 1947, 
Mrs. R. had had a transfusion without reaction. 
The donor was traced and kindly gave blood for 
typing. This proved to belong to the Duffy- 
positive group, which alone concerns our im- 
mediate purpose.* 


Recall the Rh system: 85% Rh-positive, 15% 
Rh-negative. We can think of the Duffy system 
in exactly the same way,—65% Duffy-positive, 
35% Duffy-negative. An Rh-negative person can 
be sensitized to the Rh factor by being transfused 
with Rh-positive blood and producing anti-Rh. 
Equally a Duffy-negative person can be sensi- 
tized to the Duffy factor by being transfused 
with Duffy-positive blood and producing anti- 
Duffy. Nearly all examples of the anti-Duffy 
antibody have been found in patients who have 
earlier had a transfusion. 


Coming back then to the patient under con- 
sideration, the situation was: 


IS iiten wn iden aa Duffy-negative 
I, 56s s.enwa teas Duffy-positive 
1947 donor .... . Duffy-positive 
Pe EE 56 oaks noes Duffy-positive 


What part the husband’s Duffy-positive factor 
played we have no way of knowing, but there 
can be little doubt that the Duffy-positive factors 
of the two donors were the villains in the piece. 
The first sensitized the patient; the second nearly 


killed her. 


DISCUSSION 


This case is reported to draw attention once 
more to the dangers of transfusions: the im- 
mediate dangers, yes, but the remote dangers 
even more so; five years elapsed before the trans- 


*The following known blood groups were worked’ out. 
Mrs. R., A2; MNs; P+; cde.cde; kk; Lu(a—); Jk(a+); 
Le(a-) ; Fy(a-). 

Mr. R., B; MS; P+; cde.cde; kk; Lu(a-); Jk(a+); 
Le(a+); Fy(a+). 

1947 Donor Al; MS; P-+; cde.cde; kk; Jk(a-); Le(a-); 
Fy (a+). 

1952 Donor Al; MS; P+; cde.cde; kk; Lu(a-) ; Jk(a+); 
Le(?); Fy(a+). 
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fusion sensitization produced its effect in our 
patient. Neither of the transfusions this young 
woman received were given to save her life. It 
is our impression that this need rarely arises in 
young women. We know from our own experi- 
ence that the majority of transfusions given 
young women are related to pregnancy, usually 
the termination of pregnancy—miscarriage, post- 
partum hemorrhage, mole, etc.* One would not 
let a woman die for lack of readily available 
blood just because there was a chance it might 
sensitize her, but where it is not a choice be- 
tween saving a life and losing it, but between a 
shorter convalescence and a longer one, or be- 
tween a questionable slight improvement in risk 
and no such improvement, or between quick 
abatement of an anemia and slower abatement, 
the risk for the future of that young woman out- 
weighs the present doubtful benefit. 

Today we know of ten separate blood group 
systems. Four (P, Lutheran, Lewis, Kidd). have 
net been proved to cause transfusion reaction. 
Five (ABO, MNSs, Rh, Kell, Duffy) have caused 
transfusion reaction, and these five and a sixth 
one, Mi, erythroblastosis. Other systems causing 
reaction and erythroblastosis will no doubt be 
found. 

Every transfusion that is given is a potential 
sensitizer. Nor is the danger only theoretical, for 
in our files we have dozens of records of trans- 
fusion sensitizations leading to severe or fatal 
erythroblastosis or to later transfusion reaction. 
No laboratory can test routinely for all the po- 
tentially dangerous blood group antigens nor, if 
it could, would it be possible to have completely 
compatible donors. The only safe method of 
prevention is not to give unnecessary trans- 
fusions. Be sure of your ground before you trans- 
fuse a girl or a young woman. 

One word may be said about the responsi- 
bility of the laboratory in the detection of un- 
usual antibodies. Some are easily detected by 
the old method of patient’s serum versus donor's 
cells in saline, but many are missed. For the 
latter Soutter et al.° have recommended testing 
the donor’s cells suspended in serum, though they 
point’ out that even this method will miss some 
incompatibilities. The indirect Coombs’ method 
properly carried out by someone fully familiar 
with it is much more sensitive, but it is time- 
*It is reported that in a large maternity hospital (not in 
this area) 7.25% of the patients admitted in 1951 received 
one or more transfusions, We do not know the circum- 


stances. In local practice the figure should not run over 


1%. 
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consuming and must be done by someone expert 
in it. It is impossible at present to do this test 
as a routine, but the physician is justified in ask- 
ing, nay it is imperative that he ask, that this be 
done in a case such as the present: a young 
woman who has previously been transfused and 
is now terminating a pregnancy and is to receive 
another transfusion. In other words it is our 
opinion that the primary responsibility rests with 
the attending physician, who is expected to be 
fully conversant with’ his patient’s history and 
the possibilities that may arise. And we would 
point out again that the fact that the previous 
donor was compatible in both the ABO and the 
Rh systems did not remove the possibility that 
sensitization could occur. 


SUMMARY 


The record of a young woman is reported who, 
as a result of transfusion, developed an antibody 
against one of the more recently discovered 
blood group factors, (Duffy or Fy*) and who, 
when she was transfused again five years later, 
had a severe reaction with chills, jaundice and 
suppression of urine so that she nearly died. 
Neither transfusion was given as a life-saving 
measure. 


There are now ten separate blood group sys- 
tems known, five of which have been proved to 
cause transfusion reactions, and these five as well 
as a sixth to produce erythroblastosis. Since it is 
impossible to test for all blood antigens routinely, 
and even more impossible to find completely 
compatible donors, it is urged that transfusion 
sensitization be prevented, particularly in young 
women, by never giving transfusions except for 
the clearest and most compelling reasons. 


If a young woman has had a previous trans- 
fusion and it is intended that she be given 


_ another, particularly at the termination of a preg- 


nancy, it is the responsibility of the attending 
physician to notify the blood group laboratory 
of these facts and to ask that cross-matching be 
done by the indirect Coombs’ method. 
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THROMBOPHLEBITIS MIGRANS* 


J. W. THOMAS, M.D., 
H. E. TAYLOR, M.D. and 
W. J. ODONNELL, M.D., Vancouver 


THROMBOPHLEBITIS MIGRANS is characterized by 
multiple episodes of venous thrombosis, which 
may involve the deep, superficial or visceral 
veins. Obviously a bizarre clinical picture could 
ensue depending upon the extent of the throm- 
boses and their whereabouts. 

This syndrome may be primary in nature 
(idiopathic) or secondary to other conditions 
such as malignant neoplasms, cardiac decompen- 
sation, the postoperative state, bacterial or chemi- 
cal insults, blood dyscrasias, etc. The latter type 
is usually quite obvious except in those cases 
where the “migrating thrombosis” is associated 
with a hidden or occult carcinoma. Such a case 
could easily be confused with a primary throm- 
bophlebitis migrans. Of the two groups, the sec- 
ondary type is commoner. It is therefore a good 
rule to suspect a hidden malignancy when deal- 
ing with thrombophlebitis migrans unless it is 
obviously secondary to some other recognizable 
process. 

We have recently seen and autopsied an in- 
teresting example of idiopathic thrombophlebitis 
migrans in which there was extensive thrombosis 
of the deep and visceral veins, death being 
directly attributed to cerebral infarction sec- 
ondary to cerebral venous thrombosis. Strangely 
enough autopsy reports on such cases appear to 
be exceptionally rare, hence this report. For com- 
parison we are including a classical example of 
thrombophlebitis migrans secondary to a carci- 
noma of the body of the pancreas (Trousseau’s 
syndrome ). In our experience it is not infrequent 
to meet with such examples at autopsy and the 
pancreas does not necessarily have to be the pri- 
mary site of the neoplasm. 


CasE 1] 


Primary IpIOpATHIC THROMBOPHLEBITIS MIGRANS 

This 26 year old white male’s early medical history 
included poliomyelitis and possibly rheumatic fever. 
From the age of 14 he had had recurrent severe bilateral 
frontal ves i about once a month. At the age of 22 
he was in a car accident and fractured his left tibia. 
This was complicated by thrombophlebitis of the lower 
limbs with pulmonary ‘embolism and from that time he 
had swelling of both legs which was worse in the even- 
ing. He then enjoyed reasonably good health until two 
months prior to his death when he was admitted to 
hospital with an acute abdomen. Laparotomy revealed an 


*From the Department of Pathology, Vancouver General 
Hospital, and University of British Columbia Medical 
School, Vancouver, B.C 
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infarction of the proximal jejunum due to venous throm- 
bosis and 24 teet ot gangrenous bowel were resected. 
Postoperatively he was given heparin and did well until 
the 14th day when he developed a severe headache and 
had a convulsion involving both arms during which the 
eyes turned down and to the right. The right arm was 
temporarily paralyzed during this episode. However, tol- 
lowing spinal tap, with reduction of pressure, the pa- 
tient recovered uneventtully and was discharged. 

Three weeks later, however, he was re-admitted be- 
cause of turther seizures, consisting ot generalized 
twitching ot the limbs, cyanosis and stertorous breath- 
ing. His condition improved somewhat and one week 
berore his death he was transterred to this hospital, 
where examination showed a co-operative but lethargic 
patient, slow in answering questions and giggling a little. 
Examination of the eyes, ears, nose and throat, chest 
and cardiovascular system was negative. There was 
marked dilatation of the inferior epigastric veins with 
tortuosity and obvious lateral anastomosis with the 
superior vein system, typical of a well established col- 
lateral circulation trom an old inferior vena caval throm- 
bosis. The liver and spleen were not palpable. Neur- 
ological examination showed no motor, sensory or reflex 
changes aside from the old polio deformity of the left 
leg. His temperature occasionally rose to 99.4° except 
terminally when it rose to 101°. Five days after ad- 
mission, his condition had markedly deteriorated; he had 
become very lethargic and would not talk. The left arm 
and leg appeared paralyzed and the right arm had a 
gross tremor. He had a stiff neck and there was a right 
ankle clonus. The next day burr holes were made in 
the skull when blood clot and necrotic brain tissue were 
obtained. He died the following day. 

Laboratory data.—On admission to this hospital: 
hemoglobin 12.2 grams; white blood cells 7,250; poly- 
morphs 68%, staffs 9%, lymphocytes 10%, monocytes 
8%, eosinophiles 3%, basophiles 2%; clotting time 5 
minutes (Lee & White method); sedimentation rate 
67 mm./hr. (modified Westergren). Serum protein 5.15 
gm. and N.P.N. 30 mgm. %. Lumbar Puncture: Fluid 
clear, initial pressure 230 mm. cerebrospinal fluid 13 
cells per c.mm., 50% polymorphs, 50% lymphocytes; no 
increase in globulin; total protein 40 mgm. %. Urinalysis: 
Specific gravity 1.027; protein +4; No reducing sub- 
stances; white blood cells +2. Red blood cells +1, an 
occasional granular and hyaline cast. Kahn test and blood 
cultures were negative. 

Necropsy findings.—_Necropsy was done twelve hours 
after death. There was atrophy of the left leg due to 
the former poliomyelitis and minimal pitting oedema of 
both legs. Brain (1,520 .). The convolutions were 
markedly flattened, particularly on the right side, which 
was softer and bulged somewhat. The meningeal veins 
along both Rolandic fissures were thrombosed and the 
overlying meninges were opaque and yellow, super- 
ficially resembling a focal purulent meningitis but smears 
did not confirm this. The arteries at the base of the brain 
showed no evidence of atherosclerosis, aneurysm or other 
lesion. On section there was a large area of recent 
hemorrhagic infarction measuring 6.0 x 3.5 cm. involvin 
the right parieto-occipital region (Fig. 1). This ha 
ruptured into the lateral ventricle. Running along the 
cortex just superficial to this area of haemorrhage was a 
large firm thrombosed serpiginous vein. In_ the left oc- 
cipital pole there was a further area of hemorrhagic 
infarction measuring 1.5 x 0.5 cm. involving only the 
gray matter. Again the meningeal veins superficial to. 
this were thrombosed. The remainder of the cerebrum 
showed no evidence of infarction or infection and the 
cerebellum, mid-brain, pons and medulla were normal. 

The heart weighed 300 gm. Along the apposing edges 
of the mitral valve were many small flat verrucal vegeta- 
tions. which measured from 2 to 5 mm. in diameter. 
These were firm, adherent and appeared endothelialized. 
The cusps were not fused nor were the chord tendineze 
contracted. The heart. was otherwise normal. The. in- 
ferior portion of the inferior vena cava was occluded by 
an oa recanalized thrombus consisting of interlacing 
fibrous septe. The right and left common iliac veins 








Canad. M. A. J. 
July 1953, vol. 69 


were similarly involved. The aorta and its major branches 
were normal. Lungs. The pulmonary artery to the right 
lower lobe contained an organized and_ recanalized 
thrombus. The left lower lobe showed a recent firm 
wedge-shaped hemorrhagic infarct measuring 5 x 3 cm. 

The peritoneal cavity. There were many adhesions be- 
tween the loops of small bowel. A side to side anastomo- 
sis was present in the jejunum. The veins in the mucosa 
of the stomach appeared very prominent but otherwise 
the gastro-intestinal tract was not remarkable. The liver 
weighed 2,060 grams but showed no abnormalities. The 
pancreas and adrenals were normal. The spleen weighed 
750 grams. Approximately one-half of this enlarged 
spleen was moderately firm and pale grey in colour with 
small white areas scattered throughout it. The other 
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nuclear infiltration. In no instance did this involve the 
entire circumference but in serial sections it was found 
that these patches of phlebitis extended longitudinally. 
In some lie there was a distinct phlebitis with no 
thrombosis (Fig. 3). This feature suggested that the 
thrombosis was secondary to an active phlebitis. The 
meninges immediately adjacent to the focal areas of 
phlebitis were mildly infiltrated by mononuclear and 
polymorphonuclear leucocytes, but this was not present 
elsewhere. The brain parenchyma showed recent hemor- 
rhage only. 

Veins. In addition to the meningeal veins, the splenic 
vein and small veins of the Pn a were the site of both 
recent and old thrombosis. In the former some sections 
revealed recanalization. In neither of these sites, how- 





Fig. 1. (Case 1).—Cut surface of brain with large fresh hemorrhage in posterior region of 
right hemisphere and small cortical heemorrhage in left occipital lobe. Fig. 2. (Case 1).— 
Section of brain showing occlusion of a meningeal vein by a thrombus which is undergoing early 
organization. X40. Fig. 3. (Case 1).—A portion of the wall of a meningeal vein showing necrosis 
and leucocytic infiltration. The overlying meninges show a mild inflammatory reaction. There 
was no thrombosis at this point. X400. Fig. 4. (Case 2).—Inferior vena cava and kidneys seen 
from behind. Note the occlusion of the inferior vena cava and left renal vein by thrombus, 
The lower end of the vena cava was a solid fibrous cord and the left ovarian vein was also 


thrombosed, 


half was red and exceedingly soft. The splenic vein 
was occluded by an organized thrombus which ex- 
tended throughout its entire length. The splenic artery 
was patent throughout. The kidneys were only congested 
and the siaualiaaes of the genito-urinary system was 
normal. Section of the vertebre appeared normal. 

Microscopic Examination 

Brain. Many sections to include the meningeal: veins 
and underlying parenchyma were studied. These showed 
widespread thrombosis of the meningeal veins adjacent 
to the areas of hemorrhage. In some of the veins the 
thrombus was fresh, while in others there was. earl 
organization, (Fig. 2) none, however, were recanal- 
ized. In most instances the walls of the involved veins 
showed distinct focal areas of necrosis with polymorpho- 


ever, was there any active phlebitis. The vena cava as 
already described, showed Ses septa intersecting its 
lumen and no fresh thrombosis or acute inflammation 
was demonstrated. Heart. The myocardium and endo- 
cardium appeared normal as did the pericardium. The 
vegetations on the mitral valve were composed of cellu- 
lar granulation tissue which was endothelialized. They 
were interpreted as organized thrombi. No rheumatic 
lesions were seen. Spleen. This only showed a consider- 
able increase in fibrous tissue. No fresh infarcts were 
seen here. Lungs. Aside from the typical area of fresh 
hemorrhagic infarction, they showed only intense 


hemorrhagic congestion. All other viscera showed no 
further lesions. Bacteriology. A smear from the meninges 
showed a very occasional polymorph; no organisms were 
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demonstrated. Culture from meninges and spleen failed 
to give aerobic or anaerobic cae 

Anatomic diagnoses. Idiopathic thrombophlebitis 
migrans, recent and organized, involving meningeal, 
splenic, adrenal and inferior vena caval veins; acute 
ohlebitis of meningeal veins; hemorrhagic infarction of 
verse due to venous thrombosis; venous infarction of 
jejunum (recently resected); non-bacterial thrombotic 
endocarditis, organized. 


DISCUSSION 


The first case report of idiopathic thrombo- 
phlebitis migrans appears to have been made by 
Jadioux' in 1845 with other early reports by 
Frewey' (1846), Paget? (1866) and Daguillan.' 
The first American account was that of Briggs' 
who reported three cases and reviewed four 
others. Further small reports appeared.’ *°* The 
first large series was reviewed in 1936 by Baker’ 
who reported 79 such cases with vein biopsy on 
two but no autopsy reports. He defined the con- 
dition as a thrombophlebitis in which “known 
causes of thrombophlebitis and conditions in 
which thrombophlebitis is sometimes seen as a 
complication were not present and there was no 
recognizable factor of abnormal venous stasis”. 
Of his 79 cases, 40 were recurrent. From this 
review and others* * it seems clear that the con- 
dition primarily affects relatively young people, 
predominantly males, and that from 33 to 50% 
will have only one attack. Race or occupation 
have no apparent bearing on the etiology. The 
superficial and deep veins of the legs are most 
commonly involved, followed by the arms and 
superficial veins of the abdomen. Others* *° te "4 
have reported involvement of visceral, cerebral 
and deep veins. Pulmonary embolism was a com- 
plication in 30%? to 39%°* of cases but was the 
cause of death in only 5% of Baker's’ cases. 

While many case reports have been writ- 
ten’ 19,11,12,14tol7 the relatively few autopsy 
reports of this condition attest to the benign 
course that is the usual pattern. Even cases with 
cerebral involvement will often recover and there 
are only two other autopsy cases to the authors’ 
knowledge which showed cerebral infarction.’» *” 
Etiology.—The etiology of this condition is still 
obscure though there have been many suggested 
explanations. Paget in 1866 associated the condi- 
tion with gout and a gouty tendency, while 
Briggs thought it was due to phlebosclerosis. 
Herrik in 1911 attributed the condition to a toxin, 
while more recently there has been a tendency 
to associate the condition with thrombo-angilitis 
obliterans.”.* 1° There is no doubt that some 
cases of thrombo-angiitis obliterans may present 
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as a migrating thrombophlebitis.'? However, 
other conditions such as carcinoma may also do 
this. The clinical picture of migrating thrombo- 
phlebitis follows the pattern of“a condition such 
as rheumatic fever rather than that of thrombo- 
angiitis obliterans. There is an acute attack with 
good recovery and then either no further attacks 
or a further exacerbation usually with recovery. 
Thrombo-angiitis obliterans on the other hand 
has a more rapid constant progressive course 
with arterial disease usually present when the 
migrating thrombophlebitis makes its appear- 
ance. Furthermore, the decided racial] tendency 
and association with tobacco allergy that is seen 
in thrombo-angiitis obliterans appears to be lack- 
ing in migrating thrombophlebitis. In the case 
presented no etiological factor was demonstrated 
to adequately explain the repeated episodes of 
venous thrombosis. It is interesting to note the 
occurrence of a patchy acute phlebitis involving 
the meningeal veins in areas without thrombosis. 
This suggests that the thrombosis may well be 
secondary to the inflammatory reaction whatever 
its cause. 


CasE 2 


SECONDARY THROMBOPHLEBITIS MIGRANS 
(TroussEAU’s SYNDROME ) 


This 71 year old white woman was admitted to hos- 
pital four months before her death because of pulmonary 
embolism from a migrating thrombophlebitis of the legs 
of two weeks’ duration. Despite adequate therapy with 
heparin and dicoumarol, eighteen days after admission 
bilateral ligation of the leg veins was necessary for 
repeated pulmonary embolism. Over the next six weeks 
the left leg with exacerbations and remissions gradually 
went on to a state of gangrene, though it was always 
warm with normal sensation. Two months after admis- 
sion, the left leg had to be amputated above the knee; 
pathological examination showed the gangrene to be 
due to venous obstruction, the arterial tree being com- 
pletely patent. She continued to have further thrombotic 
episodes and from time to time complained of general- 
ized as well as mid-abdominal pain. Her condition 
gradually deteriorated and the right leg began to undergo 
the same changes observed in the left leg. At the time of 
death there was gangrene of the right toes and it was 
spreading up the leg. 

Necropsy findings 

The femoral and saphenous veins of the right leg were 
completely occlude by ante-mortem organizing 
thrombus which extended up into the external iliac vein. 
The inferior portion of the inferior vena cava was found 
to be a fibrous band without any lumen. Immediately 
above this there was a large thrombus measuring 7 cm. — 
in length and extending up to the level of the renal 
veins. The right renal vein was patent but the left vein 
close to the kidney was occluded by a large organizing 
thrombus as was the left ovarian vein (Fig. 4). The 
peripheral arteries, as well as the aorta, showed no evi- 
dence -of thrombosis and only a mild degree of athero- 
sclerosis. The body of the pancreas was the site of a 
firm white lobular tumour mass measuring 8 x 4 x 3 cm. 
On section it was yellowish-white in colour with small 
cystic areas in it. Metastatic deposits were found in the 
regional lymph nodes, the liver and the lungs. In the 
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lungs there were also several small areas of resolving 
pulmonary infarction. In the heart along the adjoining 
surfaces of the mitral valve cusps there were many 
small, firm, adherent vegetations measuring from 1 to 2 
mm. in diameter. The spleen weighed 300 gm. and was 
the site of large multiple infarcts which involved over 
one-half the organ. The central areas of these infarcts 
had a mottled hemorrhagic appearance, while the edges 
had a yellowish tinge. The splenic vein could not be 
found in the tumour mass of the pancreas. The splenic 
artery, however, was patent. 


Microscopic examination of the involved veins showed 
thrombosis in various degrees of organization up to com- 
plete recanalization. None of the vein walls showed any 
evidence of phlebitis. The pancreatic tumour was a duct 
type of carcinoma. The mitral valve vegetations were 
amorphous thrombi showing early organization. These 
were interpreted as non-bacterial thrombotic endo- 
carditis. 


Anatomic diagnoses.—Adenocarcinoma body of pan- 
creas (duct type) with metastases; secondary migrating 
thrombophlebitis; amputation of left leg and gangrene of 
right leg due to venous thrombosis; venous infarction of 
spleen; pulmonary infarcts due to embolism; non- 
bacterial thrombotic endocarditis. 


DiIscussION 


The coincidence of carcinoma and migrating 
thrombophlebitis was pointed out by Trousseau 
in 1865.°° In a recent review by Sproul?° of 
thrombophlebitis migrans with specific reference 
to carcinoma of the pancreas, it was found that 
in 56% of cases of carcinoma of the body or 
tail, at least a single thrombus was demonstrated 
in some vein, while in 31% there were widely 
disseminated thrombi. Inflammation or invasion 
of the vessel wall by tumour tissue could not be 
incriminated except in one case. Though changes 
in trypsin, lipase and vitamin K have been men- 
tioned as possible factors in the increased tend- 
ency to thrombotic episodes in such cases, the 
exact etiology still remains a mystery. In a large 
autopsy service one not infrequently finds 
multiple venous thromboses associated with 
malignancy other than in the pancreas. This 
raises the vexatious question as to whether 
venous thrombosis is necessarily always due to 
venous stasis or whether alteration in coagulation 
factors might not be the precipitating cause. 


In the case presented above migrating throm- 
bophlebitis proved to be the initial symptom of 
the pancreas. Unlike the first case, the veins 
showed no evidence of phlebitis, there being no 
anatomical cause to explain the thromboses. 


SUMMARY 


A case of idiopathic migrating thrombophlebi- 
tis is presented with involvement of the common 
iliac, inferior vena cava, splenic, mesenteric and 
cerebral veins with death being due to cerebral 
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infarction. Microscopically there was evidence 
of meningeal vein phlebitis existing without 
thrombosis, suggesting that the thrombosis was 
secondary to active phlebitis. The etiology of this 
condition is unknown and although histologically 
it closely resembles thrombo-angiitis obliterans 
there are several contradictory features. A further 
case of migrating thrombophlebitis associated 
with carcinoma of the pancreas (Trousseau’s 
syndrome) but showing no phlebitis associated 
with the thrombosis is presented. 


When migrating thrombophlebitis of obscure 
origin occurs in a young individual the diagnosis 
is likely to be primary idiopathic thrombophlebi- 
tis migrans and the prognosis is usually good. The 
occurrence of an obscure migrating thrombo- 
phlebitis in an older individual should make one 
alert to the possibility of an occult malignancy 
particularly of the pancreas, lung or stomach. 
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“In no other field is the character of the imdividual 
more important than in research. If he is intelligent, able, 
honest, sincere, unselfish, industrious, curious, ingenious, 
he will tend to be a good investigator, and if he is, he 
should be encouraged and protected in this work— 
regardless of whether he is full- or part-time.”—Robert 
Elman, J. Med. Education, 28: 19, 1953. 
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CLINICAL MANIFESTATIONS 
OF AUTISM AND 
SCHIZOPHRENIA IN CHILDHOOD 


DANIEL CAPPON, M.B., M.R.C.P.,* Toronto 


THOUGH FSYCHOTIC MANIFESTATIONS occur in 
childhood with mathematical regularity —in 1 
out of every 200 children—general practitioners 
and pediatricians do not appreciate them 
sufficiently. 

In 1896 Kraepelin distinguished dementia 
preecox from “insanities”, thus emphasizing its 
appearance in early life. He stated that 3.5% of 
what we now call the schizophrenias begin in 
childhood. In 1943 Kanner described the syn- 
drome of early infantile autism on the strength 
of his collection of 11 such cases; by 1949 he 
had recognized this condition in 750 children. 
In a recent clinical study Bender (1947) reviewed 
100 children with schizophrenia seen in the past 
10 years at the Bellevue Hospital, New York. 

This paper is offered to the general medical 
reader because of the paramount importance of 
early diagnosis in the prevention and treatment 
of schizophrenic disorders in childhood. The 
clinical material studied includes 5 definite cases 
and several less definite cases in which diagnoses 
varying from schizoid personality to autism and 
schizophrenia have been made. These children 
have been studied in a child guidance setting for 
periods of over one year each. In addition this 
writer has gained relevant experience from the 
analytical study (over a two year period) of one 
definite case of an adult of 21 who had a schizo- 
phrenic disturbance in childhood. 

The literature on the subject was found to be 
profuse but at times confusing. Fifty of the more 
recent monographs, texts and articles have been 
reviewed. Authors are handicapped in that the 
etiology of schizophrenia remains unknown. Thus 
recognition and classification is based on the de- 
scription of clinical manifestations. But the be- 
haviour, thought and feeling of a person dis- 
turbed psychiatrically is as varied and variable 
as the total life setting, and the personal experi- 
ence of the individual. The difficulty is greatly 
augmented when children, about whose mental 
processes we still know so little and who change 
and grow so rapidly (in comparison with adults), 
fall ill with psychiatric complaints. What seems 
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to be needed to make description more meaning- 
ful is a uniform systematization of the material 
studied and an adequate formulation of the 
manifestations encountered. In the present paper 
efforts are made in this direction by hypothesiz- 
ing a range of clinical manifestations of the 
schizoid kind occurring in the life period from 
birth to adolescence. 


CLINICAL MANIFESTATIONS 


The nosological problem hindering our pro- 
gress in understanding could be helped by 
realizing that most of the symptoms and signs in 
all but the most disturbed children may be seen 
at times in the average child. What renders them 
pathological is (a) The special constellation of 
symptoms. (b) The persistence or progressive 
deterioration in the disturbance. (c) The appear- 
ance of persistent behaviour not in accordance 
with chronological age; that is, fixation or actual 
regression. 

Perhaps the most striking exceptions to this are 
the lack of spontaneity in the infant who refused 
to be cuddled and who will not put out his arms 
to be picked up, seen in infantile autism, and the 
peculiar postural reflex responses of the schizo- 
phrenic child, described by Bender. Yet even 
these only become pathognomonic when re- 
garded in conjunction with the rest of the clini- 
cal picture. 

The writer sees the manifestation of these dis- 
orders in a broad spectrum in which at one end 
there is the average child, and at the other end 
there is the grossly disturbed child. Somewhere 
along the line there must be a considerable ac- 
cumulation of etiological factors, psychogenic 
and organic, to make for irreversible pathology. 
For the sake of clarity five arbitrarily delineated 
groups of manifestation will be considered. The 
terms categorizing them are admittedly limp, yet 
one is unwilling to coin more jargon. 

1. Neurotic manifestations.—The child’s funda- 
mental personality feature is shyness with fear- 
fulness. The reactions ensuing may be with- 
drawal and introversion, thus resulting in im- 
peded development or even regression. The 
central paranoid mental structure found by Klein 
to be common to neurotic children, may be much 
in evidence. The development of further ego- 
defensive reactions, such as phobias and obses- 
sions, is of malignant import. They may range 
from fear of fantastic events occurring in the 
dark, to rituals involving much of the psychic 
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scene. At one critical point both the timidity- 
withdrawal affective component and the phobic- 
obsessive conative component may involve the 
total personality. Then the resultant morbidity 
would be too great to include such a case in this 
near normal group. At that point the child will 
seek seclusion and his thinking may fail to inte- 
grate parts with wholes. Such a child may even 
forsake his mother’s comforting care. He may 
fear such naturally occurring events as falling 
leaves and be upset by such incongruous details 
as having to recite the names of all edible 
vegetables before eating. Yet there are many 
children, especially of pre-school age, who ex- 
hibit some such features, and some who may 
show one or more of the following behaviour 
symptoms, which Bradley and Bowen (1941) and 
others consider significant for schizophrenia. 


(1) Seclusiveness. (2) Irritability when activity 
is disturbed (Both these are regarded by Bleuler 
as primary symptoms of schizophrenia). (3) Day- 
dreaming. (4) Bizarre behaviour and toilet habits. 
(5) Diminution and regression of interest). (6) 
Sensitivity to criticism. (7) Physical inactivity and 
compulsive’ phenomena. To this list may be 
added some of Potter’s (1933) criteria for diag- 
nosing schizophrenia. (8) Alteration and fluctua- 
tions of behaviour with increased or decreased 
psychomotor activity. (9) Defect in emotional 
rapport. 

If, in the history, there is severe emotional 
trauma, physical neglect or hurt, psychologic re- 
jection, shock or deprivation—in one word, if the 

‘child had been “burnt”—then many of these 
manifestations can be ascribed to a neurotic re- 
action and are likely to be modified and even 
resolved. The onset is likely to be acute and 
sometimes it may resemble the catastrophic re- 
action. 

2. Schizoid psychopathic personality—In the 
absence of a history providing the factor of acute 
severe external stress, the structure of personality 
is likely to be faulty, either because of protracted 
and insiduous external stress (such as a cold, 
obsessive personality of both parents) or because 
of an inherent flaw. In this case also the onset 
may be acute or even catastrophic and precipi- 
tated by minor physical or emotional upset. 
More usually it is insidious and the condition in- 
volves the personality to a greater extent than 
in an neurotic reaction. The cardinal manifesta- 
tions are withdrawal, some fragmentation of the 

psychic process and loss of spontaneity. This 
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child is cold and unapproachable. He may whine 
and cry incessantly, be restless or grossly inactive 
and indulge in much day-dreaming. Many of the 
characteristics of autism may be included: im- 
mature speech, inability to abstract from experi- 
ence, a compulsion for sameness and a low 
threshold for tolerating interference with his 
activities. In the absence of a history of autism 
dating back to the first two years of life, and 
provided not all areas of adaptive functioning 
are involved, so that there is sufficient integra- 
tion for average or below average progress in the 
home and school, such a patient can be categor- 
ized in the group of psychopathic personality 
without yet falling into the syndrome of autism. 
The incidence of mental illness in the family is 
not necessarily high. The child may show obvious 
evidence of physical immaturity in physiognomy, 
E.E.G. pattern, physiologic responses, etc. 

There is an implication in these two groups 
(neurotic and psychopathic) that psychopatho- 
logic factors play the major réle in etiology and 
constitutional factors are of secondary im- 
portance. 


3. Early infantile autism. — Though some 
workers doubt the existence of this syndrome as 
an entity, autism is a manifestation seen through- 
out the schizoid range of disorders, and it forms 
a nidus for the schizophrenic process in the child 
and in the adult. Its basic characteristic is the 
child’s inability to relate to people and situations 
from the earliest months of life, and this becomes 
established at the preverbal level of the child’s 
development. Some (Mahler et al. 1949) would 
argue that autism arises secondarily in an at- 
tempt at integration; that there is an early defect 
in ego development occurring at the crucial 
periods of life, i.e., in the first year and then in 
the 2 to 5 year period. This results in a libidinal 
(id-derived) surge threatening the ego structure. 
In a desperate attempt to maintain a hold on 
reality the child relates to its less threatening 
aspects: objects and parts, rather than to its more 
dangerous aspects: persons and wholes. Then 
the mental function of symbolization fails to de- 
velop. This argument begs the question as to 
what leads to the original defects and what is 
its nature. This writer would like to postulate 
that, as we move in our spectrum of schizoid 
phenomena towards the more virulent and 
morbid extreme, autism increases and that at 
one point of loading it becomes- the primary 
defect. The writer would place the pathological 
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locus of this manifestation at the level of the 
mysterious translation of “organic” perceptions 
(the result of “mechanical” stimuli from the 
inner and outer physical worlds) into meaningful 
and integrated psychic experiences. The vehicle 
which seems to facilitate this transition between 
the objective and subjective world and back 
into the outside world (rapport) is feeling tone— 
a primary affective association with all percep- 
tion. It seems to me that this vital association of 
a feeling in tune with perception is grossly defec- 
tive in autism. It is particularly blocked or de- 
ficient in that area of man-to-man relation which 
is perhaps the greatest integrating force of the 
psychic system. Consequently special relations 
and body image will be disturbed pari passu. 
The locus of the defect is placed at the funda- 
mental psyche-soma linkage. If the weight of 
etiological factors is psychic, the condition may 
be reparable to an extent, if somatic probably 
less so. 

In summary, autism is a fundamental disarticu- 
lation between the child and his world. This 
formulation helps to put into perspective its 
clinical manifestations, which are recorded 
below in the systematic order in which it is sug- 
gested that such data be uniformly recorded in 
case histories. 

Behaviour manifestations: 


__ I. Interpersonal (social) relation: little or no rapport; 
irritable if day-dreaming or compulsive behaviour is 
interrupted. 

2. Relation to objects: good with some emotional 
rapport; relatively free projection of phantasy and emo- 
tions on objects. A agg m8 need to keep sameness in 
arrangements of toys, furniture, play patterns, etc. Ab- 
sorbed in details, apparently ignoring the total object, 
e.g., a child may be angry with the foot which trod on 
one of his pencils, yet ignore the owner of the foot. 

3. Relation to self: difficulty in fusing the idea of 
self to himself and frequent misuse of the pronoun “I”; 
consequent distortion of image of his physical self. 

4. General psychomotor behaviour: level of conscious- 
ness maintained throughout awake-period; often hyper- 
kinetic but also dreamy and detached; usually plays in a 
co-ordinated and prolonged fashion with play things. 

5. Mood: impassive but sometimes extremely fearful; 
low threshold for frustration tolerance, cold and with- 
drawing. 

6. Conation: dereistic thinking; phantasies often of 
great danger. There is a literalness and concreteness to 
all thinking. There is lack of appreciation of total mean- 
ing. 

7. Speech: echolalia; idioglossia; speech is not used 
primarily for communication; it is mechanical and affect- 
less; literalness involves most words and _ prepositions; 
there may be mutism. 

8. Compulsive phenomena: marked repetition com- 
pulsion of words and activity; consequently excellent rote 
memory. 

9. Cognition: perceptions are clear and_ potentially 
good. There may be an apparently paradoxical phe- 
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nomenon in that the sense of actual physical pain may 
have a high threshold and not be easily aroused, while 
the psychic threat of minor physical pain may cause a 
high degree of emotional disturbance: fear. 


10. Intelligence: defective in total function and 
especially in inductive reasoning; yet preoccupation with 
abstract subjects; failure to symbolize. Impossible to 
gauge potential since communication is impaired. 


In the history, the time and the type of onset 
has already been noted. The family history may 
be remarkable for obsessive trends and particu- 
larly notable for the high incidence of perfec- 
tionistic parents and _ relatives, who have 
achieved good professional status owing to their 
high mechanically intellectual ability. They very 
frequently mistake their ill offspring for a genius 
because of his extraordinary exhibition of rote 
memory and his serious, preoccupied and with- 
drawing nature. 

4. Schizophrenia.—The difficulty in the formu- 
lation of a frank schizophrenic reaction in child- 
hood is that its main characteristic is resemblance 
to the adult reaction. This includes the “silliness” 
of hebephrenia, the odd postures of catatonia 
and the persecutory and grandiose delusions of 
the paranoid type. Now, for such definite 
patterns of reactions to arise, one must postulate 
an important early period of maturation, basi- 
cally not interfered with by the onset of the 
schizophrenic process until some time past the 
main corner-stones of early childhood. Yet this 
disturbance is the most virulent and disrupting 
of its kind and involves every level of adaptive 
functioning. Bender defines it as “a form of 
encephalopathy” and the constitutional element 
with its “organic” factor seems heavily weighted. 
Though Bradley insists that it presents as a true 
psychotic reaction with a history of difficulties 
since the earliest years of life, one must agree 
with the suggestion of others that one cannot 
expect the schizophrenic child to show the de- 
tails of reaction of the adult. I would go further 
to state that if the process started in infancy and 
continued to involve all adaptive processes, the 
resultant effect would be chaotic and incom- 
patible with psychosomatic developments. In- _ 
deed, such may well be the case in a few early 
and acute reactions which go on to “deteriora- 
tion” or rather arrested development of the 
infantile personality. The writer would suggest, 
however, that the majority of cases either de- 
velop subsequent to a mild phase of autism or 
insidiously, in the absence of infantile autism, 
over the first 10 years of life, thus allowing for 
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a differential maturation of the psychosomatic 
organism. 
The behaviour symptoms are as follows: 


1. Social relation: lack of inadequacy or socio-affective 
rapport; strong ambivalence; secondary symptoms: with- 
drawal and regressive behaviour, including soiling, etc.; 
tertiary symptoms: an attempt to cling to people, neurotic 
trends, severe and persistent temper tantrums, hostile 
and impulsive actions, like incendiarism and attempted 
suicide. 

2. Relation to objects: may be the same as in autism. 

3. Relation to self: distortion of body image, frag- 
mentation of already immature picture of self and distor- 
tion of image of others; hypochondriasis; perception of 
self as isolated. 

4. General psychomotor behaviour: (a) Disturbance 
of vegetative system: vasomotor, sleeping, eating, elimina- 
tion, abnormalities. (b) Motor: persistence of primitive 
reflex pattern activity; rotating and whirling, motor play; 
patterned grimacing and oral mannerisms; odd voice; 
oo hyper or hypo fluctuating activity. (c) Abnormal 


5. Mood: Pathognomonic incongruity of affect; loss 
of spontaneity and immediacy in childish joy and excite- 
ment; “brittle” response; anxiety—severe and unaccounted 
for by the facts of reality; part of this anxiety may be 
secondary to the cmechandedoale process of dissocia- 
tion aaa disintegration; there may be alternation of 
abnormal moods: rage, laughter, crying. The disarticula- 
tion with the environment owing to a discordant feeling 
tone is’ much in evidence. 

6. Conation: failure in the identification process; the 
ego (the “I’”) is distorted; loss of plasticity, preoccupation 
with abstracts; inability to conceptualize; failure to per- 
ceive the relation of parts to whale Essentially, thinking 
is dereistic and may be delusional. 

7. Speech: As in autism, speech is immature and if the 
process is established before speech then complete mut- 
ism results (in about 1/3 of cases). The speech is a fine 
index of the progress of pathology in the thought process. 
It may be precocious with- an extensive vocabulary at 
first, and then become increasingly autistic, eventually 
with bizarre irrelevance, repetition, stereotypy, echolalia, 
condensation, neologism, pronoun fixation. 

8. Compulsive phenomena: May be present as tertiary 
symptoms but not so pronounced as in autism, for there 
is a greater failure of ego-defence. 

9. Cognition: Unlike in autism this is always some- 
what and may be grossly disturbed. There may _ be 
grotesque distortion of both persons and objects; fluid 
ego boundaries; uncertain perception of centre of gravity 
with whirling motion; there may be florid hallucinations. 
The incongruity and dissociation between not seeming 
to feel actual painful stimuli (like a cut or bruise) and 
yet being hypochondriacal about potential and minor 
physical or psychic threats (like having a stethoscove 
applied to the chest or having the nails cut) may be 
much in evidence. 

10. Intelligence: Originally 1.Q. function may be high 
but eventually it will drop with a wide scatter. 


The history may show psychopathic loading 
in the family. The onset may be acute or in- 
sidious and, as mentioned, only occasionally 
setting in at the preverbal level. 

Investigations: 


1. Psychological tests: The Goodenough draw-a-person, 
the Rorschach, the Thematic Apperception Test, 
Vigotzki tests confirm disturbance of body image of 
temporal and spacial relations, and demonstrate the 
thinking and emotive defects. 

2. Physiological tests: Responses to such pharmacologi- 
cal drugs as histamine and mecholil, E.E.G. patterns, 
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blood-sugar estimations on stress, etc., show the essential 
immaturity of reaction. 

3. Physiognomy and body development also show 
characteristics of immaturity. 

Differentiation from primary mental defects: (Oligo- 
phrenia). (1) Early period of normality, in some schizo- 
phrenics. (2) Some precocious skill or knowledge, in 
some schizophrenics. (3) Clinical evidence of the psy- 
chotic reaction-type. (4) Psychological tests confirming 
diagnosis. (5) Observed behaviour indicating high po- 
tential intelligence; choice of words beyond age; good 
memory. (6) Response to therapy. 


5. Dementia precocissima.—This is a hetero- 
geneous collection of syndromes with major 
organic deficit. It includes Heller dementia 
infantilis, Tay-Sachs’ disease, the encephalitides, 
various aphasias and agnosis due to differential 
brain atrophy or abiogenesis. The organic ele- 
ment is detectable and the total personality, in- 
cluding intelligence, is defective. Unlike in the 
more functional disorders, the child succumbs 
early to the underlying organic disease. 

Course and prognosis.—A child finding himself 
in one of the broad categories described may 
pursue a variable course; the shy and fearful 
child may and usually does become healthy or at 
worse neurotic; or his fears may augment and 
diffuse, and timidity become so morbid as to 
lay down a schizoid structure in the personality; 
finally he may become schizophrenic (he cannot 
become autistic). 

The schizoid psychopath may and usually does 
retain morbid shyness and an isolated personality 
with a quality of an arrested schizophrenic pro- 
cess, or he may be swallowed up entirely in a 
psychotic state. 

The autistic child is unlikely ever to be avér- 
age. Reparative processes may mend and patch 
the defect to the extent of allowing some func- 
tioning of the individual within the limits of a 
stunted personality. 

The schizophrenic child has a poor prognosis. 
He has a long and protracted fight on his hands, 
but depending on what may be preserved in the 
personality and, therefore, partly depending on 
the age of onset, the child is by no means con- 
demned to a life-long psychosis. In my experi- 
ence of one such case with adequate help, a fair 
resolution of symptoms is possible, perhaps with- 
in the limitation of a rigid obsessional personality. 
Broadly, the factors of bad omen are: the setting 
in of autism in the early months of life; a severe 
speech disturbance, particularly mutism, which 
impairs grossly communication with the outer 
world (and, therefore, a psychotherapeutic ap- 
proach) and a numerical I.Q. definitely below 
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70 points. Prognosis depends on early detection 
and treatment. 


CasE MATERIAL 


Case 1 (Autism). 

R.B. A boy, aged 5, presented with perpetual fears of 
objects and animals, he was terrified of puppets, flying 
paper, dogs and of other children, and also of any un- 
anticipated movement or noise. He was timid, claustro- 
phobic, talked to himself in single, unintelligible mono- 
syllables, and would seek seclusion if hurt, and then 
perhaps cry all night. His sleeping, eating and habits of 
elimination were poor. He would habitually bang _ his 
head, masturbate, and show rituals in his behaviour when 
going to bed, eating, etc. His speech was infrequent, 
autistic, repetitive and echolalic. He would imitate and 
repeat unexpected sounds until his fears were pacified. 
He formed clinging relations to some objects and would 
become hostile if interrupted in his magic and repetitive 
play activity, which was designed to overcome his fears. 
He would appear to ignore the presence of adults, but 
give one the feeling that he felt they were there. As a 
baby he was said to always have been odd and lacked 
spontaneity and a show of affection. He has always been 
extremely sensitive to the slightest unusual noise and to 
any change in the sameness of his environment. The 
parents were rather cold and shy, and the father had a 
temper which he over-controlled. There was no overt 
mental illness in the family. Physically the boy had 
stigmata of immaturity and was malnourished. On psy- 
chological tests his 1.Q. was 73, but with a wide scatter. 
In the playroom he gave the impression of a much 
higher I.Q. potential. 


Case 2 (Schizoid personality developing schizophrenia). 


E.W. A boy of 10, first presented when aged 8 be- 
cause he did not fit into the school program and had to 
repeat his grade. He had fluetuating moods with im- 
pulsivity, restlessness, noisy periods, ate little, paid at- 
tention to minute details and had good motor ability (he 
learned to ride a bicycle in one day). He was helped 
considerably by play therapy, forming a fair relationshi 
with the therapist. However, 2 years later his i 
led to unmanageable, hostile behaviour. Yet most of the 
time he seemed dazed and day-dreaming, spoke infre- 
quently and rambled often. He was full of odd gestures 
and oral mannerisms. The onset was vague and insidious 
—“he has always been an odd child”. The family history 
was clear, though the parents were markedly schizoid. 
Physically he was healthy, but an immature looking boy. 
E.E.G. normal. His I.Q. was 72, but his verbal ability 
was high, and often he gave the impression of good 
intelligence even at school. 


Case 3 (Simple schizophrenia ). 


L.B. A boy, aged 11, presented with day-dreaming, 
dereistic thinking, incongruity of affect, morbid shyness, 
enuresis, poor sleeping and eating. He lived almost 
entirely in a world of his own and appeared vacant much 
of the time. His I.Q. was 80. E.E.G. normal. There was 
no history of stress in the environment. Family history 
showed some psychopathic loading. 


Case 4 (Schizoid psychopathic personality ). 


R.P. A boy, aged 9, presented with disordered be- 
haviour such as stealing, masturbating, disobedience; 
noisiness. He had a good rote memory, but poor under- 
standing of words. He had many somatic complaints and 
many fears. Though he was quite asocial he was none 
the less capable of forming an emotional rapport when 
the circumstances were favourable (in the playroom). 
His I1.Q. was 83, yet he gave a strong impression of a 
potential well-above this Sel. At his birth his father 
was already middle age and there was some emotional 
deprivation, as well as a mild birth injury, in the history. 
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Case 5 (Neurotic manifestations ). 


B.McF. A boy, aged 10, had a severely handicappin 
congenital heart disease for which he had been operate 
upon. His world was half of phantasy and half of reality. 
He grimaced foolishly and acted in a “silly” way, and 
sometimes incongruously. He tended to withdraw and to 
become suspicious and resentful when pressed. His 
mother was obsessional and rejecting. His I.Q. functioned 
at the normal level (93). He had a remarkable aware- 
ness of his own “silliness” and attempted to correct it and 
bring himself into line with his world. 


It will be noted that all these patients were 
boys. The literature seems to give also an im- 
pression of a preponderance of boys in the case 
material. It will also be noted that I.Q.’s were 
below average, yet it was felt that the actual 
test could not reflect the potentially average 
intelligence. 

Etiology.—The etiology of schizophrenia in 
childhood is unknown. Immaturity of tissue and 
psychic structure is found throughout this range 
of disturbance, but it cannot be considered in 
a strictly causal relationship, because such a dis- 
rupting and malignant process as schizophrenia 
cannot fail to coincide with arrested psycho- 


. social, psychosexual and psychosomatic matura- 


tion. Consequently the relationship between at 
least one significant factor, namely immaturity 
and the ongoing process of schizophrenia, is a 
circular one. 


Organic and_ constitutional factors weigh 
heavily at the extreme end of the spectrum of 
schizoid manifestations. The most profitable 
search seems to be for the interplay of a constel- 
lation of specific psychodynamic factors with the 
possible background of an inherent defect-autism. 


Treatment.—Physical methods of treatment are 
generally disappointing. Benzedrine in doses of 
5 mgm. several times a day may be helpful, espe- 
cially where there are E.E.G, irregularities. Elec- 
troshock should be used with great discrimina- 
tion and sparingly, since it is not of established 
value and is likely to be damaging when applied 
to a child. Psycho-surgery (lobotomy ) is mutilat- 
ing and should never be considered in a child. 


The essence of successful treatment is the 
early recognition of such morbid prodromal 
symptoms as excessive shyness, withdrawal and 
excessive fears, and a referral to a consultant or 
to a child guidance clinic, where the condition 
can be properly diagnosed. The most promising 
method of treatment is long term play therapy 
and analytically oriented psychotherapy (in later 
childhood and early adolescence). In this series 
of cases they have all been improved consider- 
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ably by play therapy and the suitable alteration 
of the environment, that is, by modification of 
parental and school attitude. 


CONCLUSIONS 


Schizophrenic reactions occur in children, as 
well as in adults. They tend to produce a picture 
frequently confused with mental deficiency. 
They occur more commonly than has been real- 
ized. They can be best treated by psychotherapy 
and environmental manipulation, when it ap- 
pears that as high a rate of improvement as 20% 
(Lourie 1943) is possible. 
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I am indebted to my clinic colleagues, Dr. M. A. 
Menzies, for his review of the literature; to Miss E. 
Gardiner and Miss F. McDonald, psychologists, and Miss 


M. Tucker, social worker, who helped me in the clini- 
cal work; and to Mrs. C. Reid, secretary, who helped me 
with this paper. 
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MUMPS MENINGOENCEPHALITIS 


D. BOWERS, M.D.* and 
D. S. P. WEATHERHEAD, M.D..,t 
Vancouver 


BETWEEN THE MONTHS of December, 1951 and - 


June, 1952 an epidemic of mumps in the rural 
area of Ponteix, Saskatchewan, afforded us an 
excellent opportunity to study this disease. We 
estimate that in a population of 3,500, approxi- 
mately 250 cases of mumps occurred during this 
outbreak, the first in this locality since 1937. 

Under a regional prepaid medical care pro- 
gram, there was no economic barrier to medical 
attention; however, severe weather conditions 
restricted travel and prohibited observation of 
many cases. While we cannot claim to have seen 
all the cases, it is probable that most of those 
following an atypical pattern were reported to 
us. During this epidemic we established a diag- 
nosis of manifest mumps meningoencephalitis in 
39 cases. Descriptions of the illness by telephone 
during the acute phase, and in personal inter- 
views after recovery, convinced us that many 
additional cases of mumps meningoencephalitis 
(MME) occurred. 

Despite the growing volume of literature de- 
voted to MME, many fundamental questions 
regarding its pathogenesis, incidence, diagnosis, 
and treatment remain unanswered. In this article 
we shall review the present knowledge of these 
aspects of MME, and report on our experience 
with the 39 cases which we were able to. follow 
closely. 


*Present address: Shaughnessy Hospital, Vancouver, B.C. 
+Present address: University Hospital, Minneapolis, Minn., 


Pathogenesis.—_In the past, MME has been 
attributed to a multitude of causes. Early experi- 
ments indicated that the etiological agent was 
transmissible. Recently, the mumps virus has 
been isolated from the spinal fluid of patients 
with MME. It is not known whether the virus 
or its toxins are responsible for this syndrome. 

-The path of invasion of the mumps virus to 
the central nervous system has not yet been 
elucidated. Philibert advanced the theory that it 
first attacks the central nervous system, perhaps 
with the cornea as portal of entry. Transient 
corneal opacity has been reported in rare cases of 
mumps. Kilham’s failure to isolate the virus from 
the spinal fluid of patients with early mumps 
parotitis without evidence of meningeal involve- 
ment refutes this theory. 

It has been shown that the buccal cavity can 
be the portal of entry for the virus. The long 
incubation ‘period of mumps supports the belief 
that the parotitis is not caused by direct exten- 
sion of the virus along Stenson’s ducts, nor the 
meningoencephalitis by invasion through the 
roof of the nasopharynx. The same evidence has 
suggested the theory that the mumps virus, like 
that of rabies, reaches the central nervous system 
via the peripheral nerves. The wide dissemina- 
tion of mumps infection through the body is the 
basis for the currently popular theory that 
mumps is a viremia with a predilection for 
nervous and glandular tissues. 

Diagnostic criteria—The absolute diagnosis of 
MME requires, as does the diagnosis of pul- 
monary tuberculosis, the isolation of the etio- 
logical organism from the affected tissues or their 
secretions: Any less-exacting criteria leave room 
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for conjecture. The isolation of the mumps virus 
requires special facilities; and, for the near 
future, at least, the diagnosis of MME must re- 
main on a presumptive basis in many cases. 

The diagnosis of MME requires the diagnosis 
of mumps and of meningoencephalitis. The diag- 
nosis of mumps is indicated clinically by an 
infectious parotitis, submaxillary gland enlarge- 
ment, or orchitis, and in the laboratory by the 
development of rising antibody titres to mumps 
antigens. The present criteria for the diagnosis 
of the meningoencephalitis are unsatisfactory, as 
the following discussion will show. 

Although the clinical findings of fever, head- 
ache, and vomiting, associated with evidence of 
a pathological process in nervous tissue are non- 
specific, some authors have reported cases of 
MME on the basis of such findings without per- 
forming spinal fluid examinations. This failure 
to carry out lumbar puncture and spinal fluid 
examination is open to the serious criticism that 
the early diagnosis of bacterial meningitides may 
be overlooked, and effective therapy delayed. 

In the presence of the above findings, other 
authors have reported cases as MME when the 
spinal fluid has been normal. We also encoun- 
tered cases in which the clinical findings sug- 
gested an encephalitic process, but in which no 
spinal fluid pleocytosis was found. We followed 
some of these cases by repeated lumbar puncture 
and were unable to demonstrate any cellular re- 
action. We believe that in such cases, unless the 
mumps virus has been recovered from the spinal 
fluid, a diagnosis of MME is uncertain. In the 
absence of virus isolation studies, we would sug- 
gest the designation, “Quasi Mumps Meningo- 
encephalitis” for such cases. 

Following Monod’s report of lymphocytosis in 
the spinal fluid of mumps patients, several series 
of consecutive cases of mumps have been sub- 
jected to routine lumbar puncture and spinal 
fluid examination. Abnormalities have been con- 
fined to the cellular and protein fractions, neither 
of which can be correlated with the clinical 
findings which suggest meningoencephalitis. Al- 
though Frankland states that an increase in the 
number of spinal fluid cells has been reported 
in from 0.1 to 50% of cases of mumps parotitis, 
most authorities agree that 35 to 40% is repre- 
sentative of the incidence of this abnormality. 
However, it has been found that some cases of 
mumps parotitis with spinal fluid pleocytosis do 
not exhibit “any sign or symptoms clinically 
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which would even suggest the possibility of 
meningoencephalitis” (Finkelstein). Similarly, 
Brown et al. observed that of 13 patients with 
mumps parotitis and a spinal fluid protein level 
exceeding 50 mgm. per 100 c.c., 9 had neither 
pleocytosis nor symptoms of meningoencephal- 
itis. It must be assumed that these increases in 
cell count and protein level indicate central 
nervous system involvement, and admitted that 
they may or may not be accompanied by clinical 
findings. On this basis, MME has been classed 
as either: (1) “Manifest” and “Symptomatic” or 
(2) “Latent” and “Asymptomatic”. The studies 
of Finkelstein and of Holden et al. demonstrate 
that manifest mumps meningoencephalitis occurs 
in 25 to 28% of all cases of mumps. 

The literature has been confused by reports 
in which these distinctions have not been recog- 


TABLE I. 





NOMENCLATURE OF Various Types OF Mumps 
MENINGOENCEPHALITIS 





Either 
>10 cells per c.mm. 
‘SF 
or 
Clinical >450 mgm. protein 
findings per 100 c.c. CSF. Designation 
Present Present Manifest or symptoma- 
tic mumps meningoen- 
cephalitis. 
Present Absent Quasi mumps meningoen- 
cephalitis. 
Absent Present Latent or asymptomatic 
mumps meningoence- 
phalitis 





nized, The terminology which we recommend is 
summarized in Table I. During this epidemic 
we performed lumbar puncture, not routinely, 
but when the clinical picture demanded spinal 
fluid examination for possible explanation. We 
have included in this report only those cases 
in which a pleocytosis of 10 or more cells per 
c.mm. of spinal fluid was found. Spinal fluid 
protein determinations were not performed. 

Incidence.—Mumps is a common disease. Since 
MME has been shown to occur in 25% of cases 
of mumps, it is obvious that the number of diag- 
nosed cases of MME falls far short of its true 
value. We believe that if spinal fluid examina- 
tions are performed on mumps patients for the 
same indications which lead to a clinical suspi- 
cion of anterior poliomyelitis, the high incidence 
of MME will become widely appreciated. 

It is surprising that this syndrome does not ap- 
pear to have been recognized until the 
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eighteenth century, Underwood’s description in 
1799 being one of the earliest. It is more surpris- 
ing that to this day, MME is still regarded as 
rare. The medical journals continue to publish 
reports of single cases, or reports of small series. 

In recent years several large series have been 
reported. Kravis et al. reviewed 85 cases from 
Pennsylvania and neighbouring states. Over five 
year periods, Birnberg observed 38 cases in 
Minnesota, and Tabor and Newman collected 29 
cases from the records of a Brooklyn hospital. 
McGuinness and Gall presented the data on 55 


TABLE II. 





AGE AND Sex INCIDENCE OF Mumps 
MENINGOENCEPHALITIS 





: % % 

Series Age range in years males females 
Kravis ef al... 1 - 27 83.5 16.5 
Birnberg..... “children” 78.0 22.0 
Tabor and 

Newman. . “majority 5 - 10” 83.0 17.0 
Kilham...... 1 - 35 80.0 20.0 
Ponteix...... 3 - 49 66.7 33.3 





TABLE III. 
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Sample reports of age and sex incidence in ap- 
parently unweighted populations are collected 
in Table II. 

The occurrence of mumps during pregnancy is 
said to be very rare. Tabor and Newman have 
reported MME in a pregnant woman who at a 
later date delivered a normal child. In our series, 
case No. 23 was five weeks pregnant when 
mumps parotitis appeared. Two days later the 
pregnancy aborted spontaneously. The follow- 
ing day meningocephalitic symptoms became 
manifest, the diagnosis of MME being confirmed 
by the spinal fluid pleocytosis. 

Familial involvement is not uncommon. 
Paddock reported MME in identical twins. In 
our series two siblings were affected in each of 
two families, three siblings in each of two other 
families, and a father and daughter in a fifth 
family. 

In the reported studies of various mumps epi- 
demics, the expected 25% incidence of MME 
is rarely found, although Candel et al., and 





INCIDENCE OF Mumps AND Mumps MENINGOENCEPHALITIS IN PONTEIX SCHOOL CHILDREN 











Number Number 
developing developing 
School Enrolment mumps MME 
A B C B/A as % C/B as % 
eae MMMM 5.5 cie iin ss Varn 4 as ae 52 8 53.6 15.4 
PN Silat cen Whe caree NS bake i mee 103 53 12 51.4 22.6 
NN oc NES oo bia ee aie ain ets wena bok 201 105 20 52.4 19.1 





cases at an army outpost; Candel et al. found 26 
cases at another camp. Kilham followed 25 cases 
in two Boston hospitals in 1948. 

Some authors have attempted to show a geo- 
graphic or racial variation in the incidence of 
this disease. Although this variation has been 
attributed, not only to racial differences in the 
human constitution, but also to undiscovered 
differences in “strains” of the mumps virus, it 
probably depends on the clinical acuity or 
facilities of the observers. It is generally agreed 
that mumps is most prevalent in the winter and 
spring. 

MME has appeared to affect male children 
and adolescents predominantly. The age inci- 
dence is undoubtedly influenced by the age at 
which the first exposure to the mumps virus oc- 
curs. The wide difference in the incidence in the 
two sexes has not been satisfactorily explained. 


Henderson have reported a much higher inci- 
dence. We have calculated the recognized in- 
cidence of MME at the school-age level during 
this epidemic by using school-absentee records; 
the data are presented in Table III. Approxi- 
mately 50% of the children developed mumps; 
MME was recognized in 19% of these children. 


CLINICAL FEATURES 


(a) Proof of mumps etiology.—Visible evi- 
dence of mumps infection may be revealed in 
the salivary glands (with or without presternal 
cedema ), and in the testicles. Mumps pancrea- 
titis, hepatitis, or o6phoritis may cause abdominal 
pain; however, unequivocal diagnosis is difficult. 
Mumps thyroiditis, myocarditis, mastitis, femoral 
lymph adenitis, dacryocystitis, and iridocyclitis 
have been reported. 








MME may precede, be simultaneous with, or 
follow other manifestations of mumps. Occa- 
sionally, meningoencephalitis may be the only 
evidence of mumps infection; such cases have 
been designated “Autonomous Mumps Meningo- 
encephalitis”. In these cases, serological tests are 
required to distinguish MME from other lympho- 
cytic meningoencephalitides. 

In Table IV we have summarized the fre- 
quency of other manifestations of mumps in our 
cases of MME. 

In our cases of MME, clinical evidence that 
the mumps virus was the etiological agent was 
demonstrable in 84.6% of the cases prior to or 
simultaneous with the onset of the meningo- 
encephalitis; the development of salivary gland 
or testicular enlargement after the onset of the 
meningoencephalitis made possible a_ clinical 
diagnosis of mumps etiology in a further 7.7% 


TABLE IV. 





PERCENTAGE OF CASES OF MENINGOENCEPHALITIS 
PRESENTING OTHER CLINICAL EVIDENCES OF Mumps 








Preceding 
or 
simultaneous Before, 
with Following during, 
Other onset onset and after 
manifestation of MME of MME MME 
— aa 15.4 84.6 "x4 
PUIENS ws oo cen ns 82.1 oe. 89.8 
Orchitis............ 7.7 5.1 12.8 
Submaxillary 
swelling........ §.1 2.6 7.8 





of cases; serological tests established the mumps 
etiology in the remaining 7.7% of cases. 

(b) Temporal relation of mumps manifesta- 
tions.—The most common pattern of infection is 
undoubtedly parotitis followed by MME. In our 
experience MME became manifest within two 
weeks of the parotid enlargement. Several 
authors have reported cases in which MME fol- 
lowed parotitis by a longer interval. In these 
cases the meningoencephalitis may not have been 
caused by the mumps virus. Precise’ diagnosis in 
such cases requires virus isolation studies be- 
cause serological tests may be misleading. The 
parotitis may not be demonstrable until after the 
onset of MME, usually within a week. Sub- 
maxillary and testicular involvement may pre- 
cede or follow the development of the meningo- 
encephalitis. 

(c) The onset of mumps meningoencephalitis. 
—The first evidence of meningoencephalitis was 
usually a rising temperature. Several patients 
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felt a vague malaise described “as if a cold were 
coming on.” Headache followed, and then vomit- 
ing. Three-quarters of the patients were acutely 
ill and required hospitalization; several presented 
an almost alarming appearance with fevers of 
103 to 104° F., severe cephalgia, and incessant 
vomiting; in other patients, the symptoms were 
mild and intermittent in character. 


The indications for lumbar puncture were as follows 
(see Table V): 

1. Fever was present at the onset in 98% of our cases. 
Case No. 35 was afebrile initially, but later ran a 
temperature of 102° F. for three days. 

2. Headache was present in 90% of our cases. Com- 
monly, this was mild, diffuse, and aggravated by raising 
the head. 

3. Vomiting preceded lumbar puncture in 77% of our 
cases. Many patients found a head-low posture would 
relieve this destress. 

4. Evidence of meningeal irritation was an indication 
for lumbar puncture in 67% of our cases. We include 
in this figure subjective complaints of backache or neck 
stiffness. Objectively, the most reliable sign proved to 
be inability to touch forehead to knees. Kernig’s and 
Brudzinski’s signs were occasionally positive. Opistho- 
tonus has been reported. 

5. Clinical evidence of involvement of nervous tissue 
is observed in some cases. There may be a diffuse effect, 
for example: psychosis. In our series, Case No. 35 was ad- 
mitted in a stuporous condition which quickly de- 
teriorated into a maniacal delirium. Focal neurological 
defects have been noted also, for example: hemiplegia, 
quadriplegia, facial paralysis, ocular muscle palsy, a 
phagia, laryngeal paralysis, myelitis, tremors, optic 
neuritis, nystagmus, vertigo, nerve deafness, aphasia, 
ataxia, astereognosis, etc. Of these, nerve deafness is 
most common. In our series, case No. 30 developed a uni- 
lateral nerve deafness. 


Some authors give convulsions a prominent 
place in the symptomatology of this disease. Fox 
writes that 50% of cases are ushered in by a 
convulsion. Only one case of convulsions asso- 
ciated with mumps occurred during this epi- 
demic. Spinal fluid examination in this case re- 
vealed no cells, and this patient is not included in 
our series. This child had been observed in con- 
vulsions during previous febrile episodes. 


(d) Course of the disease.—During the disease 
the patient’s temperature was almost invariably 
higher than would be expected from his appear- 
ance and behaviour. Several with fevers of 102° 
F. or higher had healthy appetites. In hospital- 
ized patients, the temperature usually became 
normal within 96 hours of the onset; secondary 
elevations heralded other mumps manifestations. 
Except in rare cases the headache and vomiting 
did not persist longer than 48 hours. Many pa- 
tients complained of “dizziness”, in reality, light- 
headedness, during and following the acute 
phase. Several patients noted transient asthenia 
and salt-craving during the convalescent period. 
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LABORATORY FINDINGS 


(a) Spinal fluid.—A slight increase in the 
pressure of the spinal fluid is a common finding. 
We regard pleocytosis or increased protein level 
as mandatory for positive diagnosis. Most 
authors report 90% of the cells to be lympho- 
cytes. The sugar and chloride levels are within 
normal limits, Using special techniques, the 
mumps virus can be isolated from the spinal 


fluid. 








BOWERS AND WEATHERHEAD: Mumps MENINGOENCEPHALITIS 53 


(b) Blood serum.—The differential diagnosis 
of autonomous mumps meningoencephalitis from 
other encephalitides has been difficult until the 
recent development of serological tests for 
mumps. It is important that the possibility of 
mumps be considered in all such cases because 
of its excellent prognosis. 


In the past, both hemagglutination-inhibition 
and complement-fixation tests have been used. 
Since the complement-fixation test may yield a 










































TABLE V. 
Data ON Cases oF Mumps MENINGOENCEPHALITIS OBSERVED AT PONTEIX 
| Presenting indications for Other manifesta- 
lumbar puncture tions of mumps 
A re > 4 
5 "3 5 S oS 

= & ce ¢ = = id 

2 | 2/2] 88|2 |2]2| oF] = 

2 g eis 3 & g8 3 = E - S38 = Serological tests Notes 

o ae ee a a Bs 2s(|u% |S} as ne 

1 wmimia+i «it! <4 — o 196 Required I.V. therapy: chlo- 
ramphenicol (chloromycetin) 
of no avail. 

2 | 49 | F +) +]+ + — a ° 0 338 Required I.V. therapy: dim- 
enhydrinate (gravol) 
dramatic. 

3 11/0/Mi +i +] +] + ma 5 C.F 0 46 

4 1 8 | F Shrek Ss = a o o 14 

5 6;Mi+i+i~| + — aj}a ° lil 

6 7. Mier h eh + i a o ° 59 

7 2 11)/Mi+] +i] + + — a o oO 1,073 Marked meningeal irritation. 

8} 2|,10;|M]+/+)]+] + ~~ |e >) se o 510 

9 Ciel ri +l +] + aa; a5 s a 154 

10 | 3}/12};|M/+/—] +] — —_. | os @ ° 581 
11 Ti Firi +] + 5 — a o o 110 
12 $i Pi+i—|i-—| + — | Bie o 217 
13 Ch et eh eh apt PRE @ ° 216 
14 16) we) po ad cin a oO B 142 Unexplained hyperpyrexia 
indication for lumbar 
puncture. 
15 2 s| Fi +{i]+]+ +b -- a | o o 17 Coexistant acute tonsillitis. 
16 MiMi +i +i-—| + a ok o 21 
17 3 15|;M{+]+]+ —_ — a B o 256 
18 miMiri+ti+ri + — £8 119 ° 144 
9 |} 4] S|MIi +i +] +] + ~~) ee @ ° 67 
20 wi Mi ri ti +t) ~— 2 6.1 © 0 47 
21 4 16/F +/+] + + — o o o 25 |First Spec. anti-V =anti-S =8} Required I.V. therapy. 
Sec. Spec. anti-V =anti-S =64 
22 11); Mi) +i +i + + — a o o 393 
23 211 F es or ee be ae at 6 o 90 Parotitis followed by abor- 
tion followed by meningo- 
encephalitis. ‘ 
24 Mit) 1 eh ane). ee 0 25 
25 ririwt &) + we 2 be o 47 
26 Mi titi + + men a ° o 68 
27 Pi ee) es i Pele 0 88 
28 | 4 Mit+i+i—!| + — fee o 79 
29 Fivrieri +) + — 1S a 787 
30 Rte bec fine gui aie . « o 26 Left nerve deafness. 
31 Mi+i+ict+ + — o °o o 206 +|First Spec. hemolyzed. Serological tests give pre- 
sumptive evidence of recent 
Sec. Spec. anti-V =32, mumps infection. 
anti-S =8 
32 +i + ]°+ + — ajo 0 1,036 
33 +/+] + — a ° ° 172 
34 +) +] +] — — oj} 0 0 274 a Spec. anti-V =anti-S = 
Sec. Spec. anti-V =anti-S = 
128 Coexistant acute rheumatic 
35 Bae le ap - e ° o 87 fever. Admitted in delirium. 
Salicylism may have been a 
factor in etiology. Required 
L.V. therapy. 
36 +-| + + = B o ° 632 
37 Pe) PL ee re he 17 
38 +}|— — a a oO o 217 
39 +{|— bE — a o ° 1,048 
Explanation of symbols: ; 
Under indications for lumbar puncture: ‘‘+’’ signifies present, ‘“—’’ signifies absent. 


Under manifestations of mumps: ‘‘a’’ indicates preceding or concurrent with meningoencephalitis. 
‘*8’* indicates following encephalitis. 


. ‘‘o” indicates did not occur. 
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speedier confirmation of diagnosis, its use is now 
recommended. Infection with the mumps virus 
causes the body to produce antibodies to two 
mumps antigens, “S” and “V”; these antibodies 
are accordingly designated “anti-S” and “anti-V”. 
Often, anti-S may be demonstrated before 
anti-V. If this pattern is found in a_ blood 
specimen taken about the third or fourth day of 
the disease, the diagnosis of infection due to the 
mumps virus is confirmed quickly. If this pattern 
is not present, and if the diagnosis of MME is 
still under consideration, a second specimen 
taken two to three weeks later will prove diag- 
nostic if a rise in the titre of anti-S and anti-V 
can be shown. At least four-fold differences be- 
tween the titres of the first and second specimens 
are required for diagnostic significance. Most 
provincial department of public health labora- 
tories are prepared to perform these tests 
(Nagler). 


TREATMENT 


No specific therapeutic agent is available. 
Acetylsalicylic acid relieved many of the head- 
aches, and with careful nursing supervision con- 
trolled the fevers. Dimenhydrinate (Gravol) 
proved dramatic in arresting the vomiting in our 
second case, and of some value in subsequent 
cases. Parenteral rehydration was required by 
several patients. 

In many instances the initial diagnostic lumbar 
puncture appeared to relieve distress, Repeated 
spinal drainage seemed of no avail. 

Initially, our experience with this disease was 
slight, and we attempted to insist on hospitaliza- 
tion until the spinal fluid cell count, which 
seemed to us a likely index of disease activity, 
returned to normal. This was the strict policy 
which Brown et al. followed. Our first patient had 
33 cells per c.mm. of cerebrospinal fluid one 
month after admission; our second had 56 cells 
three weeks after admission; with some misgiv- 
ing, we allowed them to go home. As the epi- 
demic spread, we found: that a patient could 
improve clinically while the spinal fluid cell 
count rose, and that of two patients, the sicker 
might have the lower cell count. For these rea- 
sons we discontinued repeated cell counts. When 
the patient’s temperature became normal, we 
insisted on a rapid return to “up-patient” activi- 
ties, and usually within a further 43 hours, the 
patient was - fit. to-.continue convalescence at 
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home. We have had no reason to regret this 
policy. 


PROGNOSIS AND SEQUEL 


The adjective “benign” has been applied to 
this syndrome by many authors. This was our 
experience also. While morbidity was consider- 
able, there were no deaths, and a partial nerve 
deafness was the only permanent disability. 
Steiner found 15 deaths from MME recorded in 
the literature up to 1942. As a consequence, 
pathological studies are rare. 

Permanent sequelz are uncommon. A follow- 
up of 75 Swedish cases revealed 15 cases which 
were considered to have sequel; one child had 
total unilateral deafness; another had epilepsy; 
one man had vestibular vertigo; other sequelz 
were psychic in nature and included personality 
changes, memory defect, and impaired con- 
centration power. Pareses and diminution in 
vision have been reported. The designation 
“mumps knee jerks” has been applied to persist- 
ing quadriceps hyporeflexia following mumps. 


CONCLUSIONS 


1. Approximately 25% of all cases of mumps 
may be expected to manifest mumps meningo- 
encephalitis. 

2. Although mumps is considered a mild dis- 
ease, the acutely-ill appearance of many patients 
is a source of anxiety to their relatives. We 
believe that more frequent spinal fluid examina- 
tion will demonstrate that many such patients 
have mumps meningoencephalitis. Then, the 
practitioner may confidently base his prognosis 
on sound evidence instead of blind optimism. 
For both the physician and the public, an exact 
diagnosis in very sick patients is a great com- 
fort. 

3. Mumps meningoencephalitis must be 
thought of in the diagnosis of all patients pre- 
senting as an acute viral disease of the central 
nervous system, even in the absence of a recent 
salivary gland or testicular enlargement. 


The authors are indebted to the staff of Hdpital 
Gabriel, Ponteix, Sask., for their co-operation during this 
epidemic, and especially to Sister Mary Claude for her 
painstaking assistance. The serological tests were carried 
out in the Saskatchewan Department of Public Health 
Laboratories under the direction of Mr. H. E. Robertson. 
We are grateful to Sister Mary Andrea and to Mr. John 
Hammel, principals of the local schools, for the absentee 
records.’ Dr, V. L. Matthews, Regional Medical Health 
Officer for Health Region No. 1, Swift Current, Sask., has 
provided counsel during the epidemic, and aid in the 
preparation of this report. - 
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HERNIATED INTERVERTEBRAL 
DISC WITH SCIATIC SYNDROME 


H. H. HEPBURN, M.D., F.R.C.S.[Edin.& C.], 
F.A.C.S.,* Edmonton, Alta. 


THE syMpToms and physical signs associated 
with low back pain with sciatic syndrome are 
now so universally recognized that I have little 
to add in the way of diagnosis. It is important 
that a very thorough systematic examination be 
carried out in all cases, probably the most im- 
portant item being a detailed and far reaching 
history of the claimant and the development of 
his disability. This should include the health of 
childhood, the athletic and other activities of 
youth, also past injuries. Specific inquiry should 
always ‘be made about rheumatism, so called 
kidney complaints, lumbago and sciatica, which 
the claimant may truthfully have forgotten, or 
failed to associate with his present disability. 
The physical examination includes observation 
when clothed and when stripped, noting posture, 
gait and performance when standing, walking, 
sitting and lying down; also inspection, palpation 
and measurements to detect congenital or old 
abnormalities, muscle spasm or atrophy, also dis- 
orders of circulation; active and passive move- 
ments of joints, bending and torsion of the spine 
in all directions, compression of the pelvis, 
straight leg raising. Sensation must be tested, 
areas of tenderness and disturbed sensation 
recorded for localization of the lesion and for 
future reference. Cutaneous and deep reflexes 
are to be tested and compared with those of 
other limbs. It is important to test the ankle jerks 
with the subiect lying prone, also with the knees 
flexed, as well as in the kneeling position or on 
hands and knees. There is one sign that I have 
not seen recorded by others. I have found it very 
reliable in detecting a malingerer and helpful in 
excluding some other lesions. It consists of cor- 
relation of the tests of lateral bending and ‘rota- 


*Chief Medical Officer, The Workmen’s Compensation 


Board, Edmonton, Alta. 


tion of the spine. In the case of a herniated inter- 
vertebral disc, lateral flexion toward the side of 
the lesion causes complaint of greater pain than 
does flexion to the opposite side, whereas 
rotation toward the opposite side causes greater 
pain than does rotation toward the side of the | 
herniation. I believe this sign to be infallible, 
except of course, in those cases where there is a 
bilateral or a mid-line herniation, in which cases 
the discomfort may be equal to either side. 
When the findings are inconsistent, one is prob- 
ably dealing with a simulation or with some 
other lesion such as osteoarthritis, not a herni- 
ated intervertebral disc. 


The problem of etiology or causation is not 
so easily disposed of. I think one may say that 
a single application of direct violence to the 
back, without fracture, is never the cause of a 
sciatic syndrome which develops months or years 
later. If a lump of coal or a log falls on the back 
of a workman, he may sustain soft tissue injury, 
which may cause immediate disabling pain in 
the back, which with rest and treatment should 
in all cases clear up completely in a few days or 
weeks, leaving no permanent disability, provided 
there has been no damage to kidneys or to other 
organs. A sciatic syndrome developing later 
should not be attributed to such an injury. 


Of course there may be the occasional case in 
which a deep hemorrhage into the spinal cord 
may occur without fracture, but that is another 
entity. There will be immediate signs of a spinal 
cord lesion, some of which may not clear up 
completely. This lesion is not associated with 
herniation of an intervertebral disc. When there 
has been fracture of spinous or transverse pro- 
cesses, pain in the back may persist for months, 
but this should not later produce a sciatic syn- 
drome or an intervertebral disc lesion. There 
may of course, have been a twisting or a 
hyper-flexion .strain at the same time, which 
might conceivably initiate a disc lesion, but in 
such casés it is this stress and not the contusion 
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which may be followed by a delayed sciatic 
syndrome, hence the importance of an early 
detailed description of every accidental injury. 
In this respect a great majority of reports, in- 
cluding surgeons’ first reports, are woefully 
deficient. It might be a good investment to pay 
a surgeon an extra fee for a special report in all 
cases of back injury, as some Compensation 
Boards already do in connection with eye 
injuries. 

I doubt that a normal, healthy, intervertebral 
disc will ever herniate with one acute flexion 
injury. It is much more likely that a compression 
fracture of one or two vertebral bodies will oc- 
cur. Of course, if there has been a diseased or 
degenerated intervertebral disc and especially if 
flexion be combined with torsion, herniation of 
such a disc may occur, with or without fracture. 
In such cases, the disability constitutes an ag- 
gravation of a pre-existing lesion, which up to 
that time, may not have been known. 

In a survey of 220 cases of proved herniated 
disc lesions, I found 129 or 58.6% who were not 
aware of any previous injury, not even slight. 
Only 24 or 10.9% gave a history of a severe back 
strain or injury. 

Since I do not believe that pathological hernia- 
tion of a perfectly normal intervertebral disc 
ever occurs, I do believe that herniation is the 
result of repeated stress, or acute strain acting 
upon an already unhealthy disc and associated 
ligaments. I do not believe that it is even 
necessary that a workman’s foot should slip or 
that the man carrying the other end of a log 
should drop it, although such an accident could 
quite well be the initiating factor as far as the 
workman knows. 


The youngest person upon whom I have 
operated for a proved herniated disc was a girl 
18 years old who had begun to complain of low 
back pain at 16 years of age and had been under 
treatment for almost two years before I saw her. 
On repeated questioning that girl and her 
parents could not remember even a slight injury 
or fall or athletic strain. She had however been 
carrying pails of coal and water up and down 
a flight of stairs since early childhood. I can 
quite believe that her nutrition was poor and 
that her intervertebral discs were prematurely 
degenerated. Since operation, her nutritional 
state has been improved. She is married and has 
two children and at last report, was entirely free 
from symptoms. I have operated upon fhe wives 
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of four doctors. All had been nurses before 
marriage and had been exposed to heavy lifting 
and to reaching over making beds during the 
course of employment, but without any acci- 
dental injury. The unanswered question is— 
What part does the stress and strain of normal 
work, apart from accidental injury, play in the 
production of or the aggravation of herniated 
intervertebral disc? This question constitutes the 
greatest problem in assessment of industrial 
cases. Should herniated intervertebral disc be 
considered a disease rather than an industrial 
injury? When there has been a verified, acci- 
dental, acute strain or repeated strains, the prob- 
lem is comparatively simple, but even then, one 
should remember that the average workman is 
not exposed to stress in the normal course of his 
employment for more than eight hours in a day, 
leaving sixteen hours during which he may be 
exposed to stress or to accidental injury not 
related to his employment. I have in mind one 
workman who, following an operation for 
herniated disc was able to return to full employ- 
ment and serve a tour of army service without 
discomfort and later suffered a disabling recur- 
rence while taking part in a game of baseball. 
May I again stress the importance of a time con- 
suming, detailed history taken in every case. The 
man I refer to almost got away with something. 


In addition to stress and accident, occupa- 
tional and non-occupational injury and debilitat- 
ing health factors, there is another factor that is 
overlooked in the great majority of articles 
written upon this subject. I refer to the effects 
of exposure to unfavourable climatic elements; 
temnverature, moisture, and not forgetting wind. 
The aggravating effect of such elements upon 
sprains and fractures of the limbs has long been 
recognized. A truck driver known to have had a 
back strain followed by sciatic syndrome and 
with signs of an intervertebral disc lesion, not 
enough to warrant surgical treatment, may com- 
plain of an episode of aggravation following a 
four hour trip over country roads and blame his 
discomfort upon the jarring and vibration of the 
truck. I would suggest that such a man might 
suffer a similar episode simply by sitting in the 
open cab of a truck in his own back yard during 
cold wet weather, with a gale of wind equal to 
what would be produced by a truck travelling at 
40 miles per hour. Again I suggest the idea of 
industrial disease which may or may not be 
covered by an insurance scheme or Workmen’s 
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Compensation Board, depending upon the scope 
and limitations of each specific governing act. 
This problem frequently arises in connection 
with claims concerning coal miners and other 
workmen. A workman may claim that his foot 
slipped while lifting a lump of coal and as a 
result he developed a lame back, with a sub- 
sequent sciatic syndrome. He can usually name a 
fellow workman who remembers the slip, be- 
cause after all, whose foot has not slipped at 
least once during the course of a normal span 
of life? 

The truth of the matter probably is that the 
workman is developing an osteo-arthritis which 
is not peculiar to coal miners, but may be found 
in a bank manager. A slip or a sprain may ag- 
gravate the condition but certainly does not pro- 
duce it. An ordinary x-ray will show bony 
changes, which are always accompanied by soft 
tissue changes, which includes softening and 
bulging of intervertebral discs and ligaments. 
The bony changes may produce pain in the back 
but it is the soft tissue changes that produce the 
sciatic syndrome. Given such pathological condi- 
tions due to nutritional disorder or to disease, 
physical stress either on or off duty, may pre- 
cipitate a herniation, or an extrusion of a frag- 
ment, of a degenerated disc. Under such condi- 
tions, it does not require violent stress. Acute 
flexion of the spine in forward bending to pick 
up even a very light object may be sufficient. In 
the absence of degeneration such an action will 
never produce herniation of a disc. 

There is also recognized a condition in which 
herniation of a pouch of the synovial sac lining 
the joints of the vertebral articular facets may 
cause disabling back pain, frequently with 
sudden onset following movement of the back 
and sometimes with sudden relief. This condi- 
tion does not produce the clinical signs of a 
typical sciatic syndrome and should not be con- 
sidered due to industrial effort. When several 
episodes of stress or accidental injury contribute 
to the development of a disability, it is always a 
difficult problem to distribute fairly the costs. 
Theoretically, it would seem fair that when five 
episodes contribute to the result, all five should 
share the cost. This is not easy since all the con- 
tributing episodes in or out of employment, may 
not be made known and even when known, 
proportionate recovery is not always possible. 
Nearly always it is the final episode that pre- 
cipitates the total disability necessitating surgi- 
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cal treatment and so it is expected to carry the 
whole load of responsibility. Obviously, this is 
unfair but cannot always be avoided. Quite often 
the initial factor or episode can be discovered 
and there are those who would say it should 
carry the whole load. That also obviously would 
be unfair. I would suggest that a fair proposition 
would be to charge one-third to the initial epi- 
sode, one-third to the final or precipitating 
episode, the remaining one-third to be charged 
equally to all the intervening episodes, known 
and unknown. When no intervening episodes can 
be established, one-third should be charged to 
the initial episode and two-thirds to the final or 
precipitating episode. 

As I have previously stated, I do not believe 
that any one factor or episode will produce a 
herniation of an intervertebral disc. However, it 
may at times be impossible to establish any 
excepting the final episode which precipitated 
the disability and necessitated treatment. Under 
those circumstances, it is obvious that the final 
episode must bear the entire cost, whether it 
occurs in or out of employment. This still leaves 
for assessment those cases in which there is no 
episode of unusual stress, only a nutritional or 
a disease factor, aggravated by the normal stress 
of employment over a prolonged period. It 
would seem reasonable that industry should 
bear the cost of treatment for the acute disabl- 
ing ep!.oce2, to restore the worker fit to return to 
suitable ~mployment, but should not be charged 
with any permanent partial disability, all of 
which should be charged to the pre-existing dis- 
ease or degenerative condition, which made the 
back unable to stand the normal stress of labour. 

The treatment of the disability under discus- 
sion may be considered under two headings: (1) 
Prophylactic, which is preventive and (2) pallia- 
tive and curative. In preventive care, the first 
item and the most difficult to control is nutri- 
tional and general health measures, from the 
cradle to the grave. Then the correction or sup- 
port of congenital defects and acquired 
handicaps, and finally the screening and 
channelling of all individuals into the type of 
employment for which each is mentally and 
physically fitted. Under our present set-up, it is 
hardly practicable to exclude from industrial 
employment all of those found by pre-employ- 
ment medical examination to have some mental 
or physical handicap which may render the indi- 
vidual prone to the development of disability 
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under average normal stress, unless the State or 
some other agency be prepared to care for the 
rejected stock pile of humanity, which, accord- 
ing to Army records, is likely to be large. Some- 
thing however, can be done in the way of 
prevention, by studying the probable hazards of 
each industry, then by the promulgation of rules 
and by courses of instruction, protect the worker 
against his own folly and the carelessness of 
others. Such is the function of the Accident Pre- 
vention Department of a Workmen’s Compensa- 
tion Board. Periodic health examinations are of 
value, so would be periodic adaptability and 
efficiency tests. Possibly this is more idealistic 
than practicable. In relation to this particular 
item a workman should be taught what not to 
do, as well as what he should do and how he 
should do it. He should be taught to protect him- 
self at all times against inclement weather, to 
avoid reckless and unreasonable physical effort, 
to look to his footing, to avoid a twisting lift 
whenever possible, especially in an awkward 
and unsafe position and above all, when a 
stooping lift is necessary, to bend the hips and 
the knees rather than the back, thereby making 
use of the strong muscles of the lower limbs and 
sparing the muscles of the back. 


In active treatment, once a disability has 
developed, the first step is to treat the acute 
episode, then remove the cause to prevent re- 
currence. This may necessitate a change of work, 
or at any rate a change in the manner of doing 
the work which is alleged to have caused the 
disability. This is sometimes difficult, as in the 
case of a poorly educated miner who has been 
thirty years digging coal. The wearing of a corset 
or lumbo-sacral belt is helpful, not so much for 
the support it gives, as for the constant reminder 
of the proper way to stoop and lift. I do not 
favour a metallic brace as I have never seen a 
workman who would tolerate one strapped sufh- 
ciently tightly to accomplish more than could 
be done by a less uncomfortable lumbo-sacral 
belt or corset. Temporary strapping of the back 
appears to have some merit, if the subject be not 
allergic to adhesive plaster, and gives the subject 
the comfort of feeling that something is being 
done for his weak back. If the initial episode 
be a mild disability, the measures I have out- 
lined above may be all that is required, but if 
it be an acute episode the treatment is absolute 
rest, flat in bed on a fracture bed or firm un- 
yielding mattress with a pillow under the head 
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and one under the knees; and when I say abso- 
lute, I mean just that, no getting out of bed for 
meals or to the bathroom, or twisting up on one 
elbow to play cribbage with the man in the next 
bed. Massage, the application of heat, and the 
administration of salicylates, and if pain be 
severe, sedatives give comfort and so hasten re- 
covery, provided this does not necessitate trans- 
portation from the bed. 

Manipulation without anzsthesia undoubtedly 
does give at least temporary relief in many 
cases of lame back. Manipulation under general 
aneesthesia in the case of herniated intervertebral 
disc, in my opinion serves no useful purpose, 
except in some cases to establish diagnosis and 
precipitate surgical treatment. I am not saying 
that it may not have a place in the treatment of 
some other conditions. The local infiltration of 
painful trigger points, especially deep injections 
about the articular facets may give relief from 
pain and reduce muscular spasm, but will not 
relieve herniation of a disc or eliminate the nerve 
root pressure of an extruded fragment. Epidural 
injections I have used and abandoned. Fluids 
when injected will follow the lines of least re- 
sistance and leave unstretched the more dense 
tissue which is most likely the cause of the pres- 
sure or irritation to the nerve root. There are 
those who report good results from the applica- 
tion of traction to the limb or limbs, especially 
for recurring episodes. Personally I have been 
most often disappointed in it, but I have no 
quarrel with the man who can get results. 

The application of a plaster of paris body cast 
should never be necessary for an initial episode 
but does give good results in recurring episodes 
when surgical treatment is not yet indicated. The 
wearing of a plaster jacket may have the ad- 
vantage of permitting the wearer to return to 
suitable employment and so prevent further 
mental and physical deterioration. 

If what is said to be the initial episode of 
acute back strain without fracture does not sub- 
side inside of three weeks with the absolute 
bed rest treatment, then I believe one can surely . 
say it is not the initial episode, but is in fact, a 
recurrence, or an aggravation of pre-existing 
disease. 

The patient is of ‘course, permitted to turn 
over, or be turned over, in bed and exercise his 
limbs in the recumbent position. The average 
case will be free from pain in about ten days 
and ready to get out of bed in two weeks after 
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being instructed how to carry out restricted 
movements and cautioned how to bend his back 
to pick up his slippers. An additional week of 
graduated exercises should fit him for return to 
suitable employment. A similar routine may be 
all that is required for the second or third re- 
currence, but the time will have to be extended, 
probably to six weeks rather than three. X-ray 
examination of the spine should of course, be 
carried out during the first episode, but unless 
the presence of a neoplasm or other progressive 
lesion cannot otherwise be excluded, myelo- 
graphy should not be carried out. It is of little 
help at this stage and may even be harmful, espe- 
cially in a psychoneurotic individual. Myelo- 
graphy should be reserved for those cases where 
diagnosis cannot otherwise be established and 
for cases where localization of the lesion is in 
doubt and surgical treatment is contemplated. 


When one is faced with recurring episodes in 
spite of prophylactic measures, including 
changes of work and habits of living, and when 
pain or loss of time from work becomes a 
burden, surgical treatment must be considered. 
Before recommending surgery one must consider 
the expected average result and the probable 
result in the particular individual. Some work- 
men by reason of unstable personality make-up, 
or other physical conditions or personal environ- 
ment, are unsuitable for surgical treatment. In 
such cases it is better for all concerned to assess 
the degree of disability due to the initial lesion 
and advise the workman to adjust his life ac- 
cordingly, rather than to submit him to surgery 
with an unsatisfying result and the risk of an 
even greater assessment. 

In cases found suitable for surgical treatment, 
I suggested some years ago the following cri- 
teria as indications for the need of surgery in 
established cases of herniated intervertebral disc: 
(1) Disabling pain. (2) Sensory changes. (3) Re- 
flex changes. (4) Atrophy of the involved muscles. 
At least three of these items should be present 
and one of them must be disabling pain. 

The level of the intervertebral disc which is 
herniated will to some extent determine the type 
of operation to be done, as will the duration of 
the disability. Since a perfectly healthy inter- 
vertebral disc does not herniate with simple back 
strain, surgical treatment is never required for 
an initial episode of uncomplicated industrial 
back strain. 

When the clinical signs, with or without 
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myelography, establish the presence of a hernia- 
tion of the lowest intervertebral disc, between 
the last lumbar vertebrze and the sacrum, a 
simple interlaminar procedure with search for 
extruded fragments and a thorough extra-dural 
curetting of the disc by an experienced neuro- 
surgeon is the operation of choice, without spinal 
fusion. 

When the herniation is at a higher level, and 
especially when the myelogram shows an hour- 
glass type of bilateral filling defect, rather than 
a clear-cut unilateral lesion, a similar procedure 
followed by an immediate spinal fusion, is often 
the best procedure. This procedure should be 
participated in by a neurosurgeon and an ortho- 
peedic surgeon, the latter to direct the post- 
operative care. I do not believe that routine im- - 
mediate spinal fusion is justified, even at the 
higher levels. The decision must be made in each 
individual case. I used to do these operations 
under spinal anesthesia, but I no longer con- 
sider that a safe procedure. 

Since tissues in nonsynchronized movement 
cannot be expected to join quickly together with 
a minimum of scar tissue, I think the postopera- 
tive patient should remain in bed on the pre- 
operative routine for a week in order to reduce 
the risk of oozing and cedema and minimize scar 
tissue formation. Daily bed exercises of the 
muscles and joints of the limbs should not be 
neglected. The bowels need not be open for 
three days. There may be the occasional man 
who cannot void without being helped to his 
feet but this will be unusual if anesthesia be 
avoided. Gradually increased movements of the 
spine may be started at three weeks and the 
average man will reach all the range ever re- 
quired by the end of six weeks. This does not 
mean that he should be able to touch his toes 
with unbended knees. The average man should 
be fit to resume suitable employment ten weeks 
from the date of operation, provided that no 
spinal fusion has been found necessary. 

I am very definitely opposed to the institution 
of first week callisthenics under the enthusiastic 
domination of a robust athletic physical instruc- 
tor. The man who has the sore back knows best 
when it hurts and what it will tolerate. A stable 
man does not require this and a psychoneurotic 
will seldom profit by it. There may be an oc- 
casional case where a list persists beyond two 
weeks which may require corrective postural 
exercises under supervision, or very rarely the 
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temporary application of a plaster jacket. An 
intelligent, co-operative, postoperative man 
should not, as a rule, require a lumbo-sacral belt 
but an apprehensive individual may find it an 
aid to restoration of confidence, provided he 
does not continue to lean on it at the expense of 
redevelopment of his muscles. 

Finally, a few words about prognosis. Any 
workman who, following an acute episode, is not 
fit to resume suitable employment by reason of 
a herniated intervertebral disc, requires surgical 
treatment if otherwise suitable, regardless of 
who is going to assume the costs. 

Any workman who, during the course of a 
year, is losing time off work or has his activities 
restricted sufficiently to warrant a partial dis- 
ability award of over 25% of total, should have 
surgical treatment if otherwise fit, since surgical 
treatment may be expected to reduce his dis- 
ability below 25%. 

While the great majority will be quite free 
from pain and disability after surgical treatment, 
I think it is always wise to avoid promising a 
complete and permanent cure, as such a belief 
may cause a workman to be careless and so 
encourage recurrence. I have been in the habit 
of telling prospective patients that they may be 
100% as well as they were before the disability 
began, but they should forever after use good 
judgment and guard against unreasonable stress. 
They can expect to be able to do between 75 and 
100% of anything they could do before the dis- 
ability and do it in comfort. Any man who can 
do that should be able to earn full pay at most 
jobs. 

The prognosis following surgical operation 
varies somewhat with the level of the lesion. In 
cases where spinal fusion has been performed 
there may be little or no disability in the case of 
an office or sedentary worker, but for general 
labour there is probably a permanent partial dis- 
ability up to 25% of total. It should not exceed 
25% unless there may be some complicating 
factor. 

In cases where spinal fusion has not been 
performed, the great majority will have little or 
no disability at the end of two years, when the 
herniation is at the disc between the lowest 
lumbar vertebre and the sacrum. There may be 
a 25% disability for the first three months or 
10% for six months or even a year, but rarely 
longer. Few persons will say they have reached 
finality inside of a year and about one-third will 
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say they continued to improve for two years after 
operation. 

When the herniation is at the disc between 
the 4th and 5th lumbar vertebre or at a higher 
level, I believe about one-half will have a partial 
disability equal to 10 to 25% of total for one 
year; one-quarter of them for two years and at 
least one out of ten will have some permanent 
disability, enough to reduce earnings, even at 
suitable employment. Disability due to coinci- 
dental osteoarthritis or psychoneurosis should not 
be confused with or attributed to the effects of 
a herniated intervertebral disc. 

In a survey in 1950, of 220 cases operated 
upon by me between 1937 and 1947, I found 
that 7% had required a second operation at the 
same or a different level. In the survey referred 
to, all postoperative cases were asked to estimate 
their own percentage of remaining disability; 
72.35% estimated a disability of from zero to 
25%. It may be assumed that the estimates of 
disability were probably higher than would have 
been found on medical examination. This group 
includes 62% of the persons who were entitled 
to some form of compensation; 26% of the total 
including the compensation cases, claimed a dis- 
ability of 50% or over. From personal knowledge 
many of these were over-stating their disability; 
é.g., one woman reported restricting her house- 
hold work, but gave a negative answer to all the 
other questions on the questionnaire concerning 
pain and disability. Nevertheless, she estimated 
her percentage of disability at 50% of total. 

27.64% reported doing the same work with- 
out restriction as they had been doing before 
the injury; 48.23% reported doing the same work 
but somewhat restricted; 21.17% reported that 
they had been obliged to seek a change to lighter 
work. Only three patients out of 220 considered 
themselves unfit for any work. All three were 
men entitled to compensation. 

Until it has been proved that spinal fusion 
will leave more than 75% of cases with less than 
25% of disability, it would appear reasonable to 
recommend the more conservative form of 
treatment. 

While the author is at present Chief Medical Officer, 
this is not an official publication of the Workmen’s 


Compensation Board of Alberta. Any controversial 
opinions expressed are those of the author. 
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NUTRITION AND PUBLIC 
HEALTH* 


J. H. EBBS, M.D., F.R.C.P.[C.], Toronto 


IT IS INDEED AN HONOUR for me to be asked to 
deliver this Lecture. Perhaps I was invited to 
do this owing to my close association with the 
late Frederick F. Tisdall. It was in 1927 while 
a medical student at a summer camp that I was 
privileged to meet Fred Tisdall and soon learned 
to appreciate his light-hearted greetings and his 
unusual ability to inspire confidence in his 
younger associates. 

It is my purpose in this lecture to briefly sum- 
marize some of the major interests of Dr. Tisdall 
in the field of human nutrition and in the broad 
aspects of public health. Some of this I was 
personally engaged in and enjoyed the privilege 
of close association with Dr. Tisdall. My selec- 
tion of illustrations of his many interests will 
leave much for my successors to choose from in 
delivering this lecture. 

It has long been recognized that there are 
special demands upon the maternal nutrition 
during pregnancy and lactation and, while evi- 
dence of deficiency is not always apparent in our 
country, there is sufficient evidence that grossly 
defective nutrition can effect the fetus as well as 
the pregnant woman. In 1938 the Visiting Home- 
makers Association interested Dr. Tisdall in the 
subject of maternal nutrition and its effects upon 
the offspring. An anonymous grant in aid of 
research allowed us to carry on investigations in 
this subject. Working in co-operation with the 
prenatal clinic of the Toronto General Hospital 
we were able to study three groups of women in 
the latter part of pregnancy attending the pre- 
natal clinic. With the money provided we were 
able to supplement the diets of women on defec- 
tive intake, many of whom were on relief rations. 
Another group were left on their poor diets. The 
third group were considered to have reasonably 
adequate diets. They were followed throughout 
the remainder of pregnancy and during the 
weeks and months following delivery. We found 
that the incidence of abortions, premature births 
and stillbirths was considerably less in those who 
were on good or reasonably good diets. The 
babies also appeared healthier and the mothers 
proved to be superior obstetrical risks, having 
fewer complications, particularly less toxzmia 
*The third Tisdall Memorial Lecture; delivered before the 


Annual Meeting of the Canadian Pediatric Society, Lake 
Louise, June, 1952. 
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and troubles during the post-partum period. 
More infants were adequately breast-fed by 
mothers who received the supplemented diet. 
Most of the mothers in this study had been on 
poor diets for several years. 

The study was terminated as a result of the 
increased prosperity which became apparent 
during the first two years of the war. A report of 
a study of nutrition in England conducted by the 
People’s League of Health supported our find- 
ings. The pregnant women were supplemented 
with minerals and vitamins, others served as con- 
trols. The report indicated a considerable re- 
duction in the amount of toxemia in those who 
received the supplemental foods and prepara- 
tions. 

Another report by Balfour of approximately 
20,000 women of whom one group was supple- 
mented with yeast and another with vitamin 
preparations as well as additional milk, indicated 
that improvement took place in the health of the 
mothers as a result of the dietary supplements. 
There was a significant reduction in neonatal and 
stillbirth rates with very few maternal deaths. 

A very exhaustive study by Burke and co- 
workers in Boston further confirmed the principle 
that adequate nutrition during pregnancy has a 
beneficial effect on both the mother and the off- 
spring. The majority of the premature births, 
stillbirths and neonatal deaths in their study 
occurred in the poorest diet group. They found 
a significant difference in the number of cases of 
toxzemia, those on better diets suffering from this 
condition less frequently than those who were 
on inadequate dietary intake. 

From Glasgow has come an interesting report 
by Cameron and Graham who studied the 
dietary intakes of mothers of full term babies 
and those who had produced stillborn and pre- 
maturely born infants. They found the diets of 
mothers producing full-term babies to be 
superior to those with stillborn and prematurely 
born infants. The superior diets contained more 
adequate amounts of protein, calcium and 
phosphorus. 

As a result of consultations by the Minister of 
Health for Great Britain and the Ministry of 
Food with Dr. Tisdall, emergency regulations 
were instituted in Great Britain providing ad- 


‘ditional food for women during pregnancy and 


lactation. It is well known that during the period 
that these rations were available and in spite of 
severe adverse living conditions of all kinds, the 
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maternal and infant mortality and morbidity 
rates in Great Britain were substantially reduced. 
That the socio-economic level of the family has 
an influence on the incidence of prematurity, 
stillbirth and neonatal deaths has been shown by 
Baird in Scotland. 


Clement Smith showed that semi-starvation 
conditions, such as existed for a short period in 
Holland in 1944, produced infertility and a re- 
duction in the birth rate, associated with amenor- 
rhoea in mothers so affected, and the birth weight 
of infants who were born at full term was re- 
duced during this period but was increased when 
starvation conditions had been relieved. 

The experimental work of Warkany in produc- 
ing congenital defects in animals by dietary 


deficiency in the mother is well known. He ° 


demonstrated that in addition to genetics, and 
infectious and radiation factors, malnutrition can 
affect the embryo and produce congenital mal- 
formations. An absence of riboflavin between 
the 13th and 15th day of gestation of the rat 
was shown to be effective in producing develop- 
mental abnormalities in the skeleton. Different 
types of malformation occur due to different 
deficiencies. 

As a result of the extensive studies which have 
been carried on it must be concluded that nutri- 
tion plays a part in the health, development, and 
morbidity of the mother and her offspring. No 
specific deficiencies have been proved in the 
human but animal investigations would suggest 
that this is possible. It is also reasonable to con- 
clude that dietary intakes must be grossly de- 
ficient in the human in order to produce the 
effects noted in the various studies which have 
been reported. The addition of food or supple- 
ments to diets which are already reasonably 
adequate cannot be expected to produce any 
dramatic change either in the mother or the 
offspring. 

The breadth of Fred Tisdall’s interest in 
health problems and his great enthusiasm com- 
bined with his adventurous spirit is well illus- 
trated by studies which he initiated in the 
frontier areas of Canada. His amazing organizing 
ability is demonstrated in the planning and ex- 
ecution of the surveys which were carried out 
among the Indians in Northern Manitoba and 
the James Bay area as well as the extensive 
surveys conducted in Newfoundland. I believe 
that much of this interest arose out of his associa- 
tion with the Hudson Bay Company in an ad- 
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visory capacity for the health of their personnel 
in the North. Following an airplane trip which 
I personally was able to make through the most 
northerly parts in the Arctic Ocean we set up a 
study of the living conditions and health and 
food requirements of Hudson’s Bay traders in the 
Arctic and throughout the northern part of Can- 
ada. As a result of this, the food supplies sent 
to traders in the North were radically altered, 
medical and first aid supplies and information 
were provided, and a booklet of first aid health 
advice was written and provided for these 
citizens of Canada in these outposts. 


In 1945 Dr. Tisdall in co-operation with Drs. 
Moore, Kruse and Corrigan, studied the medical 
and nutritional status of the Cree Indians in 
Northern Manitoba. This necessitated flying into 
this area and under the most primitive conditions 
undertaking a study of the health condition of 
these northern Indians. They were able to show 
that the dietary intake failed to meet the recom- 
mended allowances for most nutrients and that 
there were definite deficiencies in vitamins A and 
C as well as riboflavin. Changes were recorded 
and photographed which involved the tissues 
affected by vitamins A, B, and C. They noted the 
very high infant and general mortality rate and 
the high rate due to tuberculosis. They urged an 
improvement in the nutritional status of these 
people and drew to the attention of the Canadian 
government the necessity for improving their 
health conditions. 

A more extensive study was carried out among 
the Indians of the James Bay region. Recom- 
mendations were put forth which would provide 
an improved medical and dental service to these 
people with an attempt to improve the housing, 
sanitary and general health conditions of these 
Indians. They recommended a B.C.G. vaccina- 
tion program for tuberculosis and a dental 
service to care for the universal dental troubles 
amongst the Indians. Suggestions were made for 
improving the nutrition of the population 
through education and the provision of locally 
grown foods. Instruction in the preservation of 
seasonally available foods by proper drying, 
smoking and canning, was advocated. They 
recommended the addition of vitamin and min- 
eral supplements to flour distributed in these 
areas as well as specific vitamin preparations. 
The importance of nutrition and health educa- 
tion even to these primitive peoples was stressed. 
A very carefully planned and executed survey 
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of medical and nutritional conditions in the 
population of Newfoundland was carried out at 
the request of the Commissioner for Public 
Health and Welfare of Newfoundland. More 
than 800 people were examined in the towns 
and outports of this country. In addition to clini- 
cal examinations, chemical analyses were made 
of the blood, and a study of the food supplies 
was made. Signs of deficiency of vitamins A, 
riboflavin and ascorbic acid were discovered as 
well as niacin deficiency and it was found that 
the food supplies were low in these vitamins. 
They found a close correspondence between 
food deficiencies and chemical as well as clinical 
signs of malnutrition. The death rate from tuber- 
culosis and the infant mortality rate were high 
in these peoples. 


When re-surveyed in 1948, Dr. Tisdall and his 
group found that most of the characteristic signs 
of malnutrition were less conspicuous and less 
prevalent in the samples of the population 
studied than they had been in 1944. This im- 
provement had been indicated in the general 
public health. There was a marked reduction in 
the infant mortality rate, the death rate from 
tuberculosis and the crude mortality rate. While 
they recognized that many factors could have 
contributed to these changes, the increased em- 
phasis on education and nutrition, and the dis- 
tribution of certain essential foods probably had 
a marked influence. 


Fred Tisdall had a buoyant spirit and an 
ability to smile at difficulties and personal set- 
backs, which were a constant source of inspira- 
tion to others. A story which he told about him- 
self on several occasions had to do with a trip 
he was making through Algonquin Park return- 
ing from a fishing trip. The trip itself was another 
story but being obliged to ride on a mixed 
freight-passenger train on which were many 
distinguished citizens returning to Toronto he 
was greeted by the station-master and asked if 
he would attend a sick infant, at the next stop. 
The train buzzed with excitement as the word 
spread of the great fortune of the poor mother 
whose baby happened to be sick on the day 
that a well-known baby specialist was in the 
district. However, when the train reached the 
stopping place and every one watched with ex- 
citement as Dr. Tisdall and several colleagues 
trooped off the train to see the baby, they were 
met by a section foreman who informed them 
that the mother had left a message indicating 
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very clearly that she did not wish to have any 
specialists from Toronto! She preferred to wait 
for her family physician who was coming thirty- 
five miles on a hand-car to attend her baby. Fred 
Tisdall often told this story following particularly 
flattering introductions at many functions. 

If I were asked to sum up the outstanding 
qualities of the man we honour today, I would 
have to recall the many occasions on which he 
displayed undaunted courage in the face of great 
difficulties. One cannot forget his loyalty to every 
one and his undying efforts to help those associ- 
ated with him. His genius for organization and 
tremendous skill in arranging for even the min- 
utest detail was appreciated by all who knew 
him. His honesty in all matters and especially in 
the presentation of scientific facts was recognized 
by all who knew his work. His inborn contagious 
enthusiasm and ability to inspire and teach, and 
finally his willingness to sublimate himself and 
his well-recognized ability to the will and under 
the star of others, without any hint of personal 
slight, were qualities which will long be remem- 
bered. These are the qualities of a great man who 
perhaps was born too soon, perhaps too late, in 
the chronology of the pediatric world to have 
reached the pinnacle which one feels that he 
might have reached had he been spared. 

Suffice it to say that wherever you go in this 
pediatric world you will find many who re- 
garded him as a beloved friend. There are count- 
less thousands living today in all parts of the 
world who owe much to Fred Tisdall. 

It is my hope that in the years to come that 
this lectureship will keep alive the memory of 
this man and remind younger men in succeeding 
generations of paediatrics that it.is possible to be 
a peediatrician and at the same time live a full 
life as exemplified by Fred Tisdall. 
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CASE REPORTS 


ANTIBIOTIC THERAPY OF 
PULMONARY ABSCESS 


J. H. LAURIE, M.A., M.B.,* 

S. J. SHANE, M.D., F.R.C.P.[C.], 
F.A.C.P., F.C.C.P. and 

C. RILEY, M.B., B.Ch., 

Point Edward Hospital, Sydney, N.S. 


ALTHOUGH THE VALUE of antibiotics in the treat- 
ment of diseases caused by sensitive organisms 
is now a matter of common knowledge the 
extent to which structural changes caused by 
these organisms are reversible, is perhaps not so 
generally appreciated. In the following case, 
with the administration of appropriate antibiotic 
therapy, an apparently moribund patient made 
a satisfactory recovery without recourse to 


surgery. 


C.D., a rather thin male aged 59, was admitted on 
May 24, 1950 in a comatose state, and when roused was 
mentally confused. He was dyspnoeic and _ slightly 
cyanosed with temperature 98.8° F. and pulse rate 100. 
Physical signs were not remarkable except over the right 
hemithorax, which showed diminished _ respiratory 
excursion, an impaired percussion note in front, 3rd to 
5th ribs, post-tussive crepitations front and back, and 
cavernous breath sounds posteriorly about the level of 
the 6th rib. 

Routine investigations revealed glycosuria, W.B.C. 
12,600 and x-ray findings as follows: 

“The film shows a cavity containing fluid and measur- 
ing 7 x 4% cm. situated in the right mid-zone. This 
cavity has a wide area of infiltration surrounding it, and 
there is also an area of infiltration extending medially 
from it to the hilus. The remainder of both lung fields 
appear to be within normal limits.” 

A diagnosis of diabetes mellitus was made and sub- 
sequently confirmed by a blood sugar estimation and a 


*Medical Director, Merck & Co. Ltd., Montreal. 
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history of diabetes for which he had previously taken 
insulin, though somewhat irregularly. A diagnosis of 
pulmonary abscess, suggested by the roentgenogram, was 
further supported by a profuse purulent sputum (up to 
10 ounces in 24 hours) which was persistently negative 
for tubercle bacilli. 


The patient’s diabetes was readily controlled by a 
daily dosage of 40 units of insulin and a diet containing 
300 gm. of carbohydrate. Procaine penicillin 300,000 
units was injected twice daily for six weeks when the 
dose was reduced to once daily. Postural drainage was 
performed for 10 to 15 minutes every 3 hours during the 
day and was continued during the night if the patient 
was awake. This procedure was followed by the inhala- 
tion of penicillin by aerosol, 100,000 units every 3 hrs. 


- The organisms initially cultured from the sputum 
(Strep. viridans and Staph. albus hzemolyticus) were 
moderately sensitive to penicillin and could not be re- 
covered from the sputum after two weeks of this some- 
what strenuous therapy. At this time, however, both 
B. coli and non-hzemolytic streptococci resistant to peni- 
cillin made their appearance; the patient was therefore 
placed on dihydrostreptomycin 2 gm. daily from June 
7 to July 29 and continued with 1 gm. daily until August 
27. During this time penicillin therapy was continued as 
before, but reduced to one injection daily of procaine 
penicillin (300,000 units) July 12 to August 29 when it 
was finally stopped. Postural drainage and aerosol ther- 
apy were discontinued on June 21 and insulin on Sep- 





tember 9 by which time the abscess cavity had ap- 
parently closed and the urine remained sugar-free on 
dietary management alone. He was discharged on 
September 16, 1950. 

The patient’s progress is clearly shown in the radio- 
grams. On admission (May 24, 1950) he had an abscess 
cavity approximately half filled with fluid which on the 
A-P view occupied a third of the hemithorax (Fig. 1). 
Two months later (July 21, 1950) the cavity was no 
longer clearly visible (Fig. 2). After. a further five 
months (Dec. 18, 1950), the only radiological evidence 
of previous disease remaining at the site of infection 
was a small peripheral area of opacity situated in the 
outer zone between the anterior part of the 4th and 5th 
ribs (Fig. 3). This area has been watched for a year and 
the patient has remained well. The last film (Nov. 16, 
1951) shows no conspicuous change, though the density 
of this shadow has somewhat diminished during this 
time. It represents the final residuum of the serious 
pulmonary infection from which the patient has ap- 
parently now made a complete recovery. 
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SECONDARY CARCINOMA 
OF THE SPLEEN* 


G. W. MILTON, M.B., B.S., F.R.C.S.(Eng.), 
Vancouver 


FEw TEXTBOOKS of pathology fail to mention 
the rarity of secondary carcinoma in the spleen. 
During a recent analysis of 653 cases of malig- 
nant disease which came to autopsy at the Van- 
couver General Hospital, 3.9% were found to 
have splenic metastasis (Milton, 1952). The 
majority of splenic metastases are small round 
deposits with a well-defined edge and no sur- 
rounding reaction by the splenic pulp. 

Of the two cases reported here one was in- 
cluded in the above series, the other has come 
to light since the series was completed. Both 
cases are examples of a rare type of splenic 
metastasis—a diffuse malignant infiltration of the 
spleen. I have only been able to find one similar 
case in the literature, reported by Sappington in 
1922. Ewing, in a personal commuunication to 
Sappington, wrote that he had never seen this 


type of diffuse cancerous invasion of the spleen. 
Willis (1934) and Guttman (1940) both mention 
these cases but testify to their great rarity. 


Case l 


R.T., a_youth of 19 years, first consulted his phy- 
sician in October, 1949. He complained of vague pains 
in the head which had been present for about three 
months. During the previous few days he had had 
severe right-sided headache and a feeling of stuffiness in 
the right side of his face. Apart from this his general 
health was good. He had not lost weight. Examination 
showed a partially obstructed airway on the right side 
due to a marked bogginess of the middle and inferior 
turbinates. Several enlarged lymphnodes were felt near 
the angle of the mandible on the right side. There was 
no other abnormal finding. 

X-ray revealed a cloudy opacity in the right frontal, 
ethmoidal: and maxillary air sinuses. The sinuses on 
the left side were normal. He was thought to be suffer- 
ing from a right-sided sinusitis. However, as there was 
no improvement with treatment by antibiotics, it was 
decided to establish more effective drainage by removing 
part of the middle turbinate bone. At operation on 
October 20 there was considerable hemorrhage from the 
nose and the cavity was packed. A more extensive 
clearing of the air cells was planned at a second opera- 
tion. Nine days later, under general anesthesia, a large 
mass of friable hemorrhagic ~fibrous material was re- 
moved from the ethmoid region. The appearance of the 
tissue removed suggested malignancy, oa this was con- 
firmed by the pathologist’s report of transitional cell 
carcinoma. t 

Soon after this he was seen by the Cancer Clinic in 
consultation, and subsequently given a course of deep 
x-ray treatment. For a while he improved, but the can- 
cer soon got the upper hand and he died on February 
2, 1950, eas seven months from the onset. 


*From the Department of Anatomy, University of British 
Columbia. . 

+The term “Transitional cell carcinoma” here implies an 
anaplastic epidermoid carcinoma of the variety commonly 
found in pharynx or associated structures. 
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At autopsy the primary growth was found to originate 
from the ethmoid air cells. It eroded through the cribri- 
form plate but had not penetrated the dura mater. What 
remained of the mass in the ethmoid region was soft, 
grey and necrotic. The growth did not involve the 
maxillary or*frontal sinuses. Fig. 1 shows the microscopic 
picture, which consists of clumps of undifferentiated 
cells interspersed between more normal appearing ciliated 
columnar epithelium. In some areas there tends to be a 
papillary formation of the growth. The picture is that 
of a transitional cell carcinomat of the ethmoid. 

The only significant finding in the chest was in- 
numerable co unctate hemorrhages, about 0.5 cm. in 
diameter, in the lungs and pleura. Microscopically there 
were extensive tumour deposits in the perivascular and 
subpleural lymphatics. 

A few petechial hemorrhages were seen scattered 
over the peritoneum. There was no significant abnor- 
mality of the gastro-intestinal tract. The liver was en- 
larged and weighed 2,050 gm. (N approximately 1,400 
gm.) The cut surface was firm or rubbery, and there 
were no secondary deposits. Microscopically, there was 
evidence of extramedullary hzemopoiesis but no sign of 
malignancy. The head of the pancreas was partially re- 
placed by a grey malignant nodule 5 cm. in diameter. 
The cells in this nodule were similar to those seen in 
the ethmoid and were collected together in clusters 
separated by fibrous septa. The adrenal glands both ap- 
peared normal but microscopically were found to have 
small collections of malignant cells in both cortex and 
medulla. 

The spleen was enlarged and weighed 630 gn. (N 
150 gm.). The edges of the spleen were rounded and it 
felt like dense rubber when cut. The cut surface was 
pale pink, homogeneous, and showed a complete loss 
of normal architecture, the Malpighian bodies being 
obliterated. Fig. 2 shows a low power microphotograph. 
It is easy to see the separation of the trabecule and the 
loss of normal architecture. There was no evidence of 
nodular secondary deposits. The capsule is thinned, but 
not penetrated. Fig. 3 is a high power view of the same 
slide, and the diffuse invasion with undifferentiated cells 
is apparent. There is no evidence of the malignant cells 
forming nodules or having originated as nodules which 
coalesced. 

The kidneys were firm and pale; there was no evidence 
of secondary deposits in them. The prostate was normal. 
Both testicles were found to have small secondary de- 
posits about 3 mm. in diameter. 

The bone marrow of the sternum and vertebre were 
normal to the naked eye but had largely been replaced 
by sheets of anaplastic malignant cells. The brain and 
spinal cord had many clusters of cells, which may have 
been malignant but it was not possible to be certain of 
this. 


To summarize: this unfortunate youth, after a 
short history of only seven months, died with 
diffuse carcinomatosis in the lungs, adrenals, 
bones, spleen and testes. He also showed extra- 
medullary hemopoiesis due to the replacement 
of bone marrow by carcinoma. In spite of new 
sites of blood formation being used there were 
still not sufficient platelets produced, and mas- 
sive purpura resulted. 


CasE 2 


The second case is that of a white married woman, 
aged 48 years. She was admitted to the Vancouver Gen- 
eral Hospital on July 30, 1951, with pain in the lumbar 
region which was relieved by rest but aggravated by 
coughing. Occasionally the pain would radiate down the 
outer aspect of the right leg. The tentative diagnosis was 
herniation of the L4-5 intervertebral disc. 





66 Case Reports: SPLENIC CARCINOMA 


Two weeks after admission she was found to have 
palpable lymphnodes in the left supraclavicular region. 
On further questioning she said that she had had inter- 
mittent nose bleeds for about two months. There was 
an obvious redness of the soft palate, but no mass or 
displacement was seen. The sputum did mot contain 
tubercle bacilli, but was streaked with blood. The chest 
x-ray was normal. X-rays of the spinal column_ were 
normal throughout her’ illness. In August the enlarged 
cervical Sal nodes were biopsied and found to be re- 
placed by an anaplastic carcinoma. Her downward 
course was rapid and she died on October 15, six months 
after the first symptom. 
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capsular lymphatics of the pituitary gland were found 
to be infiltrated by similar anaplastic cells. 

The thoracic viscera showed no obvious abnormality, 
but microscopically both lungs had some patchy cedema 
and masses of tumour cells in the small blood vessels 
and perivascular lymphatics. The gastro-intestinal tract 
was normal. Several enlarged para aortic lymphnodes 
were me and these were largely replaced by anaplastic 

rowth. 

: The liver was not enlarged (1,170 gm.), and there 
were no secondary nodules seen. The cut surface was 
pale. Microscopically the liver showed a most unusual 
appearance. There was a diffuse sinusoid infiltration with 


Fig. 1.—A high power microphotograph of the primary 
growth in Case 1. Note the ciliated epithelium in the upper 
part of the section. A transitional carcinoma of the ethmoid 
region. Fig. 2.—Low power microphotograph, showing the pri- 
mary transitional cell carcinoma found in Case 2. Fig. 3.—The 
liver in Case 2 showing the widespread sinusoidal infiltration. 
Notice the centrilobular necrosis. Fig. 4.—The spleen in Case 2. 
The trabecule are of normal appearance, and a Malpighian body 
(lymph nodule) can be seen in the centre of the field. Around 
this clusters of malignant cells can be seen. 


_ At autopsy a palpable swelling 4 x 3 x 2 cm. was felt 
in the left posterior triangle of the neck. The sphenoid 
sinuus was found to be filled with a bloody gelatinous 
mass. There was hemorrhage and necrosis into the ad- 
jacent bone and infiltration of the soft palate. Macro- 
scopically the pituitary gland was not invaded. Micro- 
scopically there was a polypoidal mass partially covered 
with transitional epithelium. The mass consisted of red 
blood cells, loose fibrous stroma and deeply staining 
undifferentiated tumour cells. Collections of tumour cells 
could be seen in the blood vessels and lymphatics. The 


anaplastic tumour cells. There were no tumour nodules. 
Marked necrosis of liver cells was evident about the 
central veins. In addition to the malignant cells there 
were clusters of small red cells suggesting extra-medullary 
hzemopoiesis. 

The adrenal glands appeared normal to the naked eye, 
but microscopically were found to be diffusely in- 
filtrated with carcinoma. 

The spleen weighed 270 gm. The cut surface had a 
jelly-like consistency and the capsule was somewhat 
thickened. Microscopically there was a diffuse infiltration 
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throughout the splenic parenchyma by tumour cells. 
Small areas of focal necrosis could be seen scattered 
amongst the malignant tissue. In some areas of the spleen 
the cancer cells were in small clusters, and where these 
clusters grew and fused the diffuse infiltration (as seen 
in Case 1) was produced. 

Specimens of Cue marrow from ribs and sternum 
showed wide destruction and replacement by anaplastic 
tumour. 


DISCUSSION 


Secondary cancer of the spleen only occurs in 
cases where widespread malignancy is found. 
This was reported by Di Biasi (1926) and 
recently confirmed in cases drawn from the 
records of the Vancouver General Hospital 
(Milton, loc. cit). The reason for this is that the 
spleen has no afferent lymphatics and is on a 
backwater of the portal vein, so that only blood 
(arterial) borne metastases can reach it. There 
was no clinical finding to suggest the cancer had 
involved the spleen. _ 

The most unusual feature about these cases 
was the diffuse invasion of the splenic pulp with 
no nodular growths. 

The case reported by Sappington resulted 
from a secondary spread from a carcinoma of the 
breast. Unfortunately there is no record of the 
degree of malignancy of the tumour nor any 
mention of the length of history. Both the cases 
reported here originated as anaplastic growths 
in the nose, and in both cases the malignancy 
progressed very rapidly with the death of the 
patient in six or seven months from the onset. It 
may be that this type of secondary spread only 
occurs in very rapidly growing tumours. Sap- 
pington’s case also showed the diffuse carcino- 
matous infiltration of the liver, as in Case 2. This 
also may be due to the rate of growth. 

Another feature common to all three cases is 
the wide involvement of the small pulmonary 
blood vessels and perivascular lymphatics, and 
no obvious nodular secondary deposits. 

In Case 1, in spite of enlargement of the spleen 
and the fact that it was full of cancer, the capsule 
was not penetrated. This supports the idea that 
direct penetration of the spleen by a gastric 
carcinoma is rare because of the resistance of 
the capsule and not because of any antineo- 
plastic properties of the spleen. 

The central necrosis of the liver in Case 2, is 
further evidence that liver cells near the centre 
of the lobule are more likely to be damaged than 
those at the periphery, because their blood 
supply is more easily reduced from the obstruc- 
tion to the sinusoid. 
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SUMMARY 


1. Two cases of a rare type of splenic meta- ‘ 
stasis are reported. 

2. The usual features of splenic secondary de- 
posits are mentioned, and also the possible 
explanation for the rarity of secondary carci- 
noma in the spleen. 


It is a pleasure to acknowledge my gratitude to Pro- 
fessor Sidney M. Friedman for help and advice in this 
and related work. Also Dr. H. E. Taylor, Associate 
Director of the Department of Pathology of the Van- 
couver General Hospital, who has made all pathological 
material available to me. 
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REACTION TO PAS 
W. J. DOWNS, M.D., Edmonton 


REPORTED REACTIONS to para-amino-salicylic acid 
have been chiefly fever and/or rash. Cardiac 
reactions have been reported by Cayley,’ who 
linked them with hypopotassemia, and by 
Mann.” It is thought that it might be worth 
adding, although belatedly, the present case. 


Mrs. M.L.G., aged 40, Metis, housewife, was ad- 
mitted to Edmonton General Hospital Sanatorium on 
February 14, 1950, with moderately advanced pulmonary 
tuberculosis affecting both lungs, with positive sputum. 
She had a history a scrofula in the right neck 15 years 
previously, of which some scarring remained; a breast 
abscess following childbirth in 1928; and gradual loss 
of vision since her teens, due to corneal opacities, the 
cause of which was not determined. The serological test 
for syphilis on numerous occasions gave a positive Kahn 
test of from 2 to 4 dil., but blood Wassermann was 
always negative, CSF normal, and there was no other 
evidence of syphilis. Examination otherwise normal, 
pulse 84, regular, B.P. 144/92. 

She was treated first elsewhere, with bed rest, pneu- 
moperitoneum, and a course of streptomycin, g. 1 
intramuscularly q.2d. to a total of 15 g. PP was con- 
tinued, right artificial pneumothorax attempted unsuc- 
cessfully, and later left artificial pneumothorax estab- 
lished, but meanwhile PAS was commenced 20/2/50, 
g. V t.i.d. On March 2 she complained of general malaise 
and headache, and fever began to rise, reaching 101° 
F. on March 8, but quickly subsiding again. Apart from 
this, temperature was essentially normal until about mid- 
April, when she began to complain of headache, pains in 
abdomen, vomiting, -chills and fever, and on April 16 a 
rash broke out all over the body. PAS was discontinued 
next day but the rash progressed to vesicle formation, 
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with considerable oedema, especially in face, around 
eyes, nose, and mouth. 

On April 26 she was noticed to be listless and weak, 
pulse irregular and weak, and in fact appeared to be in 
a state ot collapse. ECG at this time showed slight 
irregularity and block—PRi 0.22”; QRSii 0.10”, notched 
descending limb; Tiii diphasic and synchronous with P, 
possibly represented by the upright phase, in which case 
P-R is again up, 0.24”. Heretofore, in addition to symp- 
tomatic treatment, she had been treated with pyri- 
benzamine without appreciable effect, but we now used 
BAL and sodium lactate. Symptoms and objective condi- 
tion promptly improved, temperature, which had 
reached 103.6° F., dropped next day to normal and 
remained there, pulse became regular, and rash gradu- 
ally cleared after considerable sloughing which in places 
resembled burns. 


Progress thereafter was uneventful, and she 
was discharged 20/5/52 in good condition except 
for her blindness, as an arrested case of 
tuberculosis. 
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PHLEGMONOUS GASTRITIS IN A 
CORTISONE-TREATED * PATIENT 


P. S. RUTHERFORD, M.D.C.M. and 
J. A. BERKELEY, M.D.C.M., 
New Westminster, B.C. 


THE FOLLOWING CASE should be added to the 
previous reports concerning complications of 
cortisone therapy. 


Mrs. G. E., a white woman 39 years old, was first 
seen in March, 1950, complaining of fatigue, joint pains 
and epigastric distress. Her previous history included a 
partial thyroidectomy at age 23, marriage at age 24, 
three normal pregnancies which were each followed by 
a period of nervousness, irritability and weight loss, 
acute mastoiditis with surgery at age 35, and chole- 
cystectomy which relieved dyspepsia and gaseous dis- 
tension at age 37. 

Shortly after March 1950, she developed black and 
blue spots on the inner aspect of the thighs and about 
the knees which came on abruptly. These began as red 
blotches in the skin which turned black by the following 
day and then became yellow and finally disappeared in 
about 48 hours. These spots were hot and painful when 
they were new and in some instances attained a 
diameter of six inches. For two months following the 
onset of the above lesions she had blotching of the face 
and neck; the blotches lasted 3 to 4 hours and did not 
itch. At about the same period she developed skin 
petechize which at times were present over the whole 
body but for the most part were confined to the lower 
extremities. Investigation in hospital in December 1950 
and January 1951 revealed a normal prothrombin time 
of 15 seconds; normal platelet count of 250,000 per 
c.mm.; normal urinalysis; WBC was 6,250 with 68% 
neutrophils, 28% lymphocytes, 2% monocytes and 2% 
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basophils; bleeding time 242 minutes and capillary 
tube clotting time 2% minutes. A Thorn’s test re- 
sulted in a drop in blood eosinophils from 175 to 25 
per c.mm. four hours after the subcutaneous injection of 
25 mgm. of ACTH. The only abnormal laboratory find- 
ing was a persistently elevated sedimentation rate which 
varied between 54 and 82 mm. per hour (Westergren ) 
over a 28 day period. The patient’s temperature re- 
mained normal and she was discharged from hospital on 
January 24, 1951, with a diagnosis of purpura of the 
allergic Henoch-Schoenlein type. 


Following this the patient was seen by various con- 
sultants. One of them reported as follows “. . . The 
differential diagnosis includes the collagen diseases in 
their various forms, a low grade chronic infection and 
primary capillary deficiency. Of these the one that seems 
most likely to me is one of the collagen diseases and 
particularly rheumatic faver.” Another consultant con- 
cluded that “. . . probably Henoch-Schoenlein purpura is 
the closest to a diagnosis, however this symptom complex 
can be found in some, or all, of rheumatoid diatheses 
and this I believe to be the case here.” 


This woman continued on much the same until July 
1952, complaining of listlessness, fatigue, generalized 
joint pains, epigastric distress and a sore tongue. She 
continued to have periodic episodes of her previously 
described skin lesions. In July 1952 she developed a 
different type of skin lesion involving the face and neck 
which a medical consultant thought was consistent 
with lupus erythematosus. He reported “. . . The 
skin findings and the cedema, ill health, the tendency 
to hemorrhage, the systolic murmur, the elevated sedi- 
mentation rate, all suggest the presence of a diffuse 
collagen disease and I now think that the most likely 
disease is lupus erythematosus disseminata in spite of a 
negative L.E. test.” The patient was placed on 100 mgm. 
of oral cortisone daily, a low salt diet and 2 gm. of 
KCl by mouth daily. Two weeks later her improvement 
was amazing and she felt better than in twenty years. 
She was able to do her housework and enjoy social 
activities. The dose of cortisone was reduced to 75 mgm. 
daily and she continued in excellent health on this dose 
until 5 a.m. December 29, 1952. 


At this time she awoke with a severe chill which was 
followed by nausea and vomiting. She was seen by one 
of us at 11 a.m. at which time there was no abdominal 
pain and examination of the abdomen was negative; her 
blood pressure was 140/70 and she had a temperature 
of 100°. When seen two hours later, at 1 p.m., she 
complained of epigastric pain; the nausea and vomiting 
were still present. There was tenderness in the epi- 
gastrium, temperature was 102°; systolic blood pressure 
was 70 mm. of Hg. She was then admitted to hospital 
where she developed a fiery red erythema of the whole 
body; temperature was 103°; systolic blood pressure had 
dropped to 50 mm. She became very restless, showed loss 
of reflexes, became semicomatose and died seventeen 
hours after the onset of her terminal condition. Labora- 
tory findings during this terminal acute illness were: 
serum chloride 330 mgm. %; CO. CP 29 vol. %; WBC 
15,850 with increased granulocytes and toxic granulation; 
spinal fluid clear with only 2 WBC per c.mm. and 24 
mgm. % of protein. Virus encephalitis and meningo- 
coccal septicaemia were considered as possible causes of 


her sudden death. 


At autopsy there was adherent fibrin over some of the 
peritoneal surfaces in the right upper abdominal 
quadrant and some turbid free fluid was present here. 
This peritonitis was not generalized. The stomach wall 
was markedly thickened and boggy throughout. No 
mucous membrane lesions were present in the cesopha- 
gus, stomach or intestines. Microscopic examination of 
the stomach wall revealed an intense, diffuse, suppurative 
process in which there was dense infiltration of the 
submucous and muscular layers by neutrophilic leuko- 
cytes. These polymorphonuclear leukocytes formed 
numerous micro-abscesses. The mucous membrane of the 
stomach was not involved by the suppurative process 
and revealed no lesions. 
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Gross and microscopic examination of other tissues 
and organs, including the brain, heart, pituitary, lungs, 
liver, adrenals, kidneys, spleen, pancreas, striated muscle 
and skin were essentially normal. The erythroderma 
which was so marked before death was not visible in the 
autopsy room. The adrenal cortices were of normal thick- 
ness and the adrenal cortical cells had a normal lipoid 
content as demonstrated by fat stains. Microsections of 
the spinal cord, medulla oblongata, basal nuclei and 
cerebral cortex were normal. A search for the histologic 
lesions of lupus erythematosus in the skin, kidneys and 
spleen was negative. 


DIscussION 


Phlegmonous gastritis is so rare a disease that 
Boyd' allocates its description to a single sent- 
ence. It is covered by Cecil and Loeb? in one 
brief paragraph. The latter authors state that the 
diagnosis is rarely made before death, This dis- 
ease was described before the advent of corti- 
sone therapy so that our case can not definitely 
be attributed to cortisone. The reasons for as- 
suming a relationship in this case are the 
patient’s exceptionally good health while on 
cortisone therapy until seventeen hours before 
her death and the known action of cortisone in 
permitting the uninhibited spread of certain in- 
fections. 

It seems likely that this patient did not suffer 
from lupus erythematosus disseminata and her 
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original malady remains obscure. Brunsting e¢ al.* 
treated seven proved cases of lupus erythemato- 
sus disseminata with cortisone. Three of these 
patients died while receiving treatment and the 
typical histologic changes of lupus erythematosus 
disseminata were demonstrable in these at 
autopsy. 


It is interesting that there was no adrenal 
cortical atrophy after five months of continuous 
cortisone therapy (75 mgm. orally per day). 
Adrenal cortical atrophy has been reported*® 
after a much shorter course of this drug. Dr. 
Paul A. O'Leary of Rochester, Minnesota has 
commented that “. . . cortisone may produce 
death which may be sudden and unanticipated 
and not always explained by the observations at 
autopsy’ .* In the case discussed above phlegmon- 
ous gastritis, because of its rarity, was not sus- 
pected at gross autopsy, nor until histologic 
sections of the stomach were examined. 
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SPECIAL ARTICLE 


PSYCHOSOMATIC MEDICINE* 


JOHN H. TOOGOOD, M.D.,+ Montreal 


IN A BROAD SENSE the term “psychosomatic 
medicine” may be said to describe the pattern 
of modern medical thought regarding organic 
“disease” engendered by the human psyche, and 
psychic “disease” engendered by organic dis- 
turbances. In a more restricted sense it is used 
to describe the area of activity of a group of 
practitioners of medicine employing a somewhat 
specialized group of techniques to deal with a 
more or less uniform class of diseases, and is 
often considered as a specialty within a branch 
of medicine. 

Leading to the coining of the term was the 
idea that an easily understood semantic union 
would be expressive of the concept of union of 
body and mind, in disease as well as in health, 


*Submitted in partial fulfillment of the requirements for 
the Diploma in Medicine, McGill University, Montreal, 
P.Q., 1952. 

+Research Fellow in Medicine, Cornell University Medical 
College, The New York Hospital, New York, N.Y., U.S.A. 





which was forcing itself upon the medical prac- 
titioner through data accumulating from a 
variety of specialized fields of medical investiga- 
tion, including among others psychiatry, gastro- 
enterology, and dermatology. Insofar as the term 
is expressive of such a concept it is useful. 


It would appear to the writer that the term 
has been useful in establishing what should per- 
haps have been so obvious as to make unneces- 
sary resort to such a neologism. At any rate, 
within the past ten years the term has become 
widely used coincidentally with a marked 
change in the orientation of organized medical 
teaching in respect to the two fields of medical 
thought which it had sought to unite. 

The widest scope of the practical value of the 
term has probably been in the conditioning of the 
individual outlook of the average practitioner 
upon the problems of the individual patient. 
The relationships of psychic and organic factors 
in disease appear so obvious to one educated 
since the introduction of the term, that it seems 
difficult to ignore them in everyday practice. It 
therefore is difficult to conceive that any but 
the most unusual practitioner could have ignored 
in the past the general principles expressed by 
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the term, whether they were dignified by codifi- 
cation into a system of thought or not. Ergo, 
it is difficult to be sure of how much actual 
change—disregarding changing terminology—has 
taken place in the habits of the average doctor. 
When one considers the reputation of the 
“family doctor” in North American mythology, 
the possibility that little actual change has taken 
place in every day medical methods of dealing 
with psyche-soma problem situations cannot help 
but arise. Older practitioners have suggested, 
however, that there has been a significant re- 
orientation in the approach to many problems 
which had been considered from a rather mon- 
optic point of view, e.g., duodenal ulcer, effort 
syndrome and coronary artery disease, etc. 

In the experimental field it has encouraged 
basic research, of the type of Wolff and Wolf 
into central nervous system-end organ relation- 
ships, which perhaps could not have been con- 
ceived on so broad a basis while using only the 
concepts and techniques previously utilized to 
define the end results in remotely situated 
viscera of specific neurological lesions. It is diffi- 
cult to say whether it has been of more value 
in stimulating such work or in encouraging the ac- 
ceptance of the implications of such work by the 
general body of medical practitioners. At any rate, 
since it is the product of these two factors which 
is the significant consideration it is probably 
pointless to attempt their separate evaluation. 

At the present time, in the writer’s opinion, a 
significant drawback exists in connection with 
the continued use of the term. Its use (by some 
“psychosomaticists” at least) suggests that it is a 
field of medical thought separate from the rest 
of medical thought, with a result that is ironi- 
cally paradoxical considering the intentions of 
those who coined the term. Its use in such a 
sense is embodied in the opinions of those medi- 
cal men who advocate or condone the categoriz- 
ation of certain diseases as distinctively “psycho- 
somatic” for such practical purposes as discus- 
sion, investigation, or treatment. An unlooked- 
for, yet natural, consequence of such categoriza- 
tion is its effect upon the thinking of those 
doctors whose practice does not concern itself 
primarily or solely with the diseases classified as 
“psychosomatic”. The interplay of psyche-soma 
relationships is to some extent removed from the 
field of their immediate responsibility and con- 
cern. In relegating a certain class of patients to 
the “psychosomaticist” there is a tendency to 
relegate to the same specialist their own re- 
sponsibility for developing, maintaining, and 
exercising a degree of skill in the recognition 
and management of the psychosomatic symp- 
tomatology which remains a part of universal 
medical experience, transcending the artificial 
barriers of the currently used anatomical, physio- 
logical, or etiological disease classifications. For 
this reason consideration has been given by some 
recent writers to the advisability of dropping the 
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term from general use—on the basis that it has 
outlived its usefulness. In rebuttal, advocates of 
the formal use of the term “psychosomatic” to 
describe a certain class of diseases are prone to 
attribute the undesirable side-effects of such 
categorization to a failure to appreciate the full 
connotations of the conceptual meaning of 
“psychosomatic”. Rightly or wrongly, there does 
exist however, a tendency for many to categorize 
“pure psychiatric, psychosomatic, and organic 
diseases, and this is fostered by the existence of 
a semi-specialized group of practitioners employ- 
ing techniques somewhat different from those 
used by other doctors. 


The development of a body of literature 
separate from that of the general medical litera- 
ture; and the moves for recognition of “psycho- 
somatic medicine” as a specialty apart from 
internal medicine, are likely to prove detri- 
mental, in the author’s opinion, to the value of 
the term “psychosomatic” (leaving out of con- 
sideration for the moment the other factors 
pressing for such a division of thought and 
activity). Much of the literature published in 
“Psychosomatic Medicine” would appear more 
easily acceptable as “psychiatric” or “medical” 
than as belonging to a category midway between. 
Why, for instance, investigations of the “neur- 
asthenic syndrome” consequent on early thia- 
mine deficiency merit specialized psychosomatic 
categorization is not easy to see. The unified ap- 
proach to every medical problem that faces 
every doctor, from the “cardiac psychosis” to the 
disabling “post-gastrectomy syndrome”, can only 
be fostered by a unified presentation of basic 
principles and appropriate techniques to each 
surgeon, internist, general practitioner, etc. 
whose practice requires their use. 

From a personal point of view the use of 
techniques developed by “psychosomaticists” 
(albeit often borrowed from the psychologist or 
psychiatrist) has been of value. For example the 
use of a parallel vertical columnar form for 
recording the pertinent data of the social, 
psychological, and past illness history of patients 
has many times graphically presented relation- 
ships that were obscure with more commonly 
used methods of inquiry. In a few cases the re- 
sults of management based upon psychosomatic 
concepts, though not necessarily involving the 
use of specialized techniques, have proved most 
rewarding; whereas, with the same or similar 
patients, previous therapeutic efforts, not so 
oriented, had been inadequate. Such personal 
dissatisfaction as the writer has suffered with 
individual results of therapy based upon psycho- 
somatic formulations might possibly be better 
ascribed to his application of the methods than 
to the methods themselves. In the present state 
of our knowledge however, it would appear that 
the “successful” therapeutic techniques available 
for use in the average “psychosomatic”. case are 
basically rather primitive in terms of real under- 
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standing of the psyche; suggestion in one form 
or another—from reassurance to hypnotism; the 
assumption of a passively non-critical listener’s 
role for the patient whose repressed problems 
require periodic verbal release; or the intelligent 
use of kindness and sympathy for those problems 
stemming from life situations which are, at least 
temporarily, insoluble. 

Speaking again from personal experience, it 
must be admitted on the “debit” side that 
mistaken attribution of symptoms of primarily 
organic disease to psychic causes has occasion- 
ally occurred. This has not been more frequent 
however, than the mistaken attribution of 
symptoms of primary psychiatric disorders to 
organic disease. The value of the psychosomatic 
concept in the hands of the conscientious phy- 
sician would not appear to be seriously called 
in question by such errors since there is no tool 
or discipline of the practice of medicine which is 
infallible. The successful use of the psycho- 
somatic concept is ultimately dependent upon 
the same factors as the skillful use of the electro- 
cardiogram, chest x-ray, or general physical 
examination. 

In summary, some values and defects of the 
psychosomatic concept of illness have been con- 
sidered from a general and a personal point of 
view. It is the opinion of the author that certain 
current trends and practices are likely to detract 
from the value of the concept. 





CLINICAL AND: 
LABORATORY NOTES 


INGUINAL HERNIA IN 
LATER AGE GROUPS* 


NOBLE BLACK, M.D., Toronto 


THE RELATIVE FREQUENCY of inguinal hernia in 
age group 50-60 is a question of considerable 
importance. The following statistics, whilst only 
indirectly bearing on the question, contain 
results which should be of general interest. 

Up to the end of 1952 we had performed 
6,954 operations for inguinal hernia in all age 
groups. As to occupation we have simply classi- 
fied our patients into, light, moderate and heavy 
occupations. 


In the whole group of 6,954 operations 


31.9% were at light work. 
44.18% were at moderate work. 
23.3% were at heavy work. — 
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Indirect inguinal hernizx: 


Of the whole group 4,367 were indirect herniz. 
24.5% of these were at light work. 

44.4% of these were at moderate work. 

31.1% of these were at heavy work. 


Direct inguinal herniz: 


Of the whole group 2,172 were direct herniz. 
44.3% of these were at light work. 

41.4% of these were at moderate work. 

14.3% of these were at heavy work. 


Sliding inguinal herniz 


Of the whole group 415 were sliding herniz. 
43.7% of these were at light work. 

40.2% of these were at moderate work. 
16.1% of these were at heavy work. 


A group of cases all in the age group 50 to 60 
has been surveyed. In this group we had 441 
operations for inguinal hernie until the end of 
1947. 


39.1% of these were at light work. 
38.4% of these were at moderate work. 
22.5% of these were at heavy work. 


It would seem fairly reasonable to assume 
that the professional group would all be found in 
our group listed as on light work, so if one were 
to take this last table and divide it, with that 
qualification in mind, we would find 


39.1% in the professional class 
60.9% in the non-professional class 


There are several observations which one 
might make concerning such a series of figures. 

First, it seems quite possible that a man in a 
professional group doing light work might sud- 
denly undertake some reasonably heavy task 
and as a result develop a hernia. 

Second, a patient doing light work when his 
hospital history was taken might possibly have 
been doing heavy work when his hernia first 
began to develop. 

Third, a patient may wish to present the 
excuse of doing heavy work as a cause for his 
hernia when in truth his tasks may be either 
light or moderate. 

Fourth, cases have been seen who developed 
a hernia following a long period in bed, due to 
a chronic illness or from some other cause. These 
were not unusually in the professional group, but 
in such the disuse muscular atrophy was possibly 
of much greater importance than was the type of 
occupation. 

These and other qualifications tend.to detract 
from the reliability of such statistics when 
derived from personal history, but after all that 
is the only source we have for such information. 
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EDITORIAL 





Her Majesty the Queen 


The coronation of Queen Elizabeth II 
has come and remains in our memories in 
all its beauty and dignity. Countless 
thousands shared in it by act or witnessed 
it in person or by television or radio. The 
impressiveness of this event is built up of 
many aspects—loyalty, history, racial ties, 
esteem and admiration for the high stand- 
ards of self dedication by the Queen. 

Our Association desires to pay its own 
tribute to our Queen and Patron, and to 


add its deeply felt wishes for her happiness 
and long life. 





Dr. Brock CHISHOLM AND THE WorLD 
HEALTH ORGANIZATION 


The retirement of Dr. Brock Chisholm, Direc- 
tor-General of the World Health Organization, 
has given him an opportunity to speak in retro- 
spect of what WHO has done, and what he feels 
its destiny should be. WHO was organized seven 
years ago. In that time what were “only concepts 
have become living reality. Throughout the five 
continents expert teams from WHO are today 
assisting national health authorities in develop- 
ing and perfecting their means of controlling ill- 
ness, assuring better health.” 

Dr. Chisholm knows only too well the diffi- 
culties that lie ahead. The hope that WHO as a 
non-political body could be spared the frustrat- 
ing effects of a politically and psychologically 
divided world, unhappily have not been realized. 
The lack of financial support is another serious 
handicap, and Dr. Chisholm does not fail to 
point out the terrible contrast between the bil- 
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lions spent on rearmament and the grudgingly 
allotted few millions devoted to the UN technical 
assistance program. 

No missionary has ever preached an appeal 
for wider outlook. “Each one of us must learn 
that the welfare of his own nation today is de- 
pendent on the welfare of all nations. Therefore 
we must acquire above all, and help our chil- 
dren to acquire an equal degree of loyalty to all 
members of the world community as a whole, 
irrespective of differences of race, religion, colour 
or any other group characteristics.” There is a 
reassuring note in his view that the really im- 
portant value of WHO (or any other part of the 
UN system) lies not so much in measurable 
results as in its demonstration that “men belong- 
ing to widely differing political, social and religi- 
ous systems can, and usually do, participate in 
genuine international co-operation based on 
fraternal association excluding domination by 
any country or group of countries.” 

How wisely he keeps his head lifted so as to 
see the meaning of the work of the UN as a 
whole: 

“.. . As we go on with the specialized work in WHO 
and the other agencies, we tend to become absorbed in 
our own particular assignments and lose sight of the 
paramount aim for which each of our organizations was 
created: namely, to lay the economic and social founda- 
tions for lasting peace. One of the immediate results of 
such an attitude could be that in a certain sense we 
might defeat the very purposes which our individual 
agencies are serving. It is indeed clear that keeping in 
mind the interdependence of economic and social factors, 
the gains our society makes in one specific field tend to 
lose values unless they are a by advances in 
other fields. What I am saying is that the word ‘progress’ 
has little meaning today unless it is applied in the total 
sense. It is obvious, for example, that even if health 
campaigns are carried out successfully in a community, 
they don’t promote social progress merely by restoring 
health and working capacity of a number of its members. 
There has been no social progress if physically rehabili- 


tated people merely swell the ranks of the unemployed, 
the dissatisfied and the hungry.” 


The need did indeed produce the man when 
Dr. Chisholm was chosen as Director-General of 
WHO. In him our country has been worthily 
represented amongst the nations striving towards 
the ideal world companionship which he has so 
finely foreshadowed. 





POLIOMYELITIS 


Recent reports emphasize that we are again 
approaching the season of poliomyelitis preval- 
ence. Although the peak polio month is usually 
August, 196 cases have been reported up to 
June 1, mostly from Dawson City and White- 
horse in the Yukon. At the same time the U.S. 
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Public Health Service reports that polio cases 
this year are running about 30% ahead of the 
corresponding period in 1952 which was a year 
with 57,636 cases. In Canada last year there 
were 4,695 polio cases reported; in 1951 the 
number was 2,563, and in 1950 there were 911. 
There is no doubt that polio has been on the 
increase during the last 10 years. It is therefore 
most appropriate to review briefly some aspects 
of the polio situation and advances that have 
been made in efforts to control this disease, espe- 
cially the paralytic consequences. 

Paralytic poliomyelitis was probably known to 
the Egyptians, but the real nature of the disease 
was first recognized by Underwood in London 
in 1784. Although full descriptions of the disease 
were given by subsequent students, its epi- 
demiological characteristics remained largely un- 
known until they were studied by Medin in 1890 
in Sweden. Wickham, his pupil, suggested in 
1908 an infective etiology. This was confirmed 
in the same year by Landsteiner and Poppler, 
who transmitted the disease to monkeys, while 
Flexner and his associates in 1909 and 1910 
showed that the etiological agent was an ultra- 
microscopic, filterable virus. 

Poliomyelitis seems to have acquired an in- 
creased range and virulence during recent years, 
first chiefly in the U.S.A., followed by Scandi- 
navia and then Australia. Europe became in- 
volved to a comparable degree during and after 
World War II, when the U.K. and Germany in 
1947 and Denmark in 1952 were greatly affected. 
There has also been an increasing shift from 
childhood to adolesence, early adult and even 
middle life in most highly civilized countries, 
together with an increasing frequency of cerebral 
and bulbar forms of the disease. This is exempli- 
fied in the explosive epidemic, mainly adult with 
an exceptionally high proportion of bulbar forms, 
which was recently encountered in Copenhagen 
(Lassen, 1953). 

Observations such as these call for more in- 
tensified inquiries into the epidemiology of this 
disease. Studies by research teams sponsored by 
the U.S. National Foundation for Infantile 
Paralysis (Weaver, 1953) have revealed that 
there are 3 different types of the polio virus cir- 
culating throughout the world—Type I or the 
Brunhilde strain, Type II or the Lansing strain 
and Type III or the Leon strain. Each one of 
these strains -is capable of causing paralytic 
poliomyelitis, while development of immunity 
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to one virus strain does not convey similar im- 
munity to either of the other two. Furthermore, 
individual strains of the virus were encountered 
which appeared to be less virulent than other 
members of the same strain. The introduction of 
a more virulent strain into a community could 
break down the protective barrier and result in 
an epidemic. Whereas, in highly populous primi- 
tive communities in constant contact with the 
world at large, all 3 types may be prevalent 
simultaneously, either as disease entities or as 
carrier states. Such an argument could explain 
an apparent predilection of the disease in epi- 
demic form for the most hygienic communities. 
It would not, however, account for the vagaries 
of attack at different times in a given locality 
or for the widely varying attack and fatality 
rates in different parts of the same country dur- 
ing the same epidemic period (Gunn, 1953). 

We still know little of the habitat of the virus 
in inter-epidemic periods. It is possible that 
missed cases keep the disease going, more likely 
persistent intestinal carriers may be responsible. 
Extra-human sources, such as mammals, rodents 
and anthropoids, have not been proved to be 
either stable reservoirs or existing causes of 
epidemics. 

Greatly accelerated progress in poliomyelitis 
research can be expected as a result of new rela- 
tively simple laboratory tests. In previous years 
progress was slow chiefly because monkeys had 
to be utilized in order to determine the amount 
and kind of virus or antibody in blood or other 
material. Today we have the tissue-culture 
method discovered in 1939 and, furthermore, all 
3 virus strains have been adapted to mice (Li 
and Schaffer, 1953). Passage of the virus through 
mice appears to result in a loss of paralytic effects 
on monkeys, although it does not impair the 
virus’ ability to immunize. Thus modified active- 
virus vaccines, as well as the chemically-inacti- 
vated vaccines recently reported, seem promising. 

It has been known for some time that polio- 
myelitis antibodies are present in the blood of 
most adults throughout the world, and particu- 
larly at a relatively early age in the blood of 
people living in relatively unsanitary parts of the 
world where paralytic poliomyelitis seldom oc- 
curs. Such antibodies are also present in the 
blood of monkeys after recovery from poliomye- 
litis or after vaccination against the disease. 
Fortunately these antibodies are available in con- 
centrated form as human gamma globulin, or 
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“immune serum globulin”. This preparation had 
been shown to be effective against two viral dis- 
eases, measles and infectious hepatitis. This 
naturally raised the question whether it would 
also give protection against polyiomyelitis, The 
study made in the U.S.A. last year showed that 
this product can effectively protect against the 
paralytic consequences of a natural infection 
with the virus. Furthermore, the protection 
could be attributed to poliomyelitis antibodies 
circulating in the blood in such small amounts 
that they were barely detectable by present 
methods. 

Despite acquisition of much recent knowl- 
edge about easy identification, determination of 
type immunity, and many other aspects of the 
disease, much remains unexplored. We _ have 
hints that effective control over the paralytic 
effects of the disease may be coming.  A.H.N. 





Editorial Comments 


IMAGINARY BACTERIAL WARFARE 


A medical journal devoted entirely to Com- 
munistic propaganda, or indeed any other type 
of propaganda is something out of the ordinary. 
The Chinese Medical Journal has managed to 
produce such a number (70: Sept.-Dec. 1952), 
and it is worth looking at if one cares to look 
at things of that sort. It deals with the bacterial 
warfare which Chinese authorities claim to have 
been carried on by Allied Forces in Korea. There 
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are only one or two points that may be com- 
mented on. First, the international commission 
which is said to have investigated the matter 
does not seem to have been more than a rubber 
stamp, since at least some of its members admit 
that they examined nothing themselves, but ac- 
cepted every statement made to them by the 
Chinese scientists. Second, the atmosphere of 
insincerity which the writing produces. Medical 
journalism can be dull, or repetitive, or even un- 
convincing, but at least one never has the feeling 
that it has been merely dictated to the author by 
someone else and for reasons other than medical. 

This particular issue of the Chinese Medical 
Journal is a museum piece. We do not believe 
that all our Chinese confreres accept it any more 
than we do. It will remain a curiosity, but a 
sadly mortifying one. 





Dr. Harvey AGNEW 


We note with pleasure that Dr. Harvey 
Agnew has received the George Findlay’ 
Stephens Memorial Award. This award recalls 
the name of a great leader in hospital administra- 
tion. The Canadian Hospital Council most 
fittingly established this award to perpetuate the 
memory of his work, and to no one in the Cana- 
dian hospital field could it be more deservedly 
given than to Dr. Harvey Agnew. For many 
years Dr. Agnew gave our Association valuable 
and devoted service, and, in his own special field 
of hospital administration he has since done out- 
standing work. We add our felicitations to those 
of his many other friends on the occasion of this 
well earned honour. H.E.M. 





MEN AND BOOKS 


A DOCTOR OF THE 
OLD SCHOOL 


I. MACLAREN THOMPSON, B.Sc., M.B., 
Ch.B.(Edin.), F.R.S.C., F.R.S.E.,* 
Winnipeg 


Ow Saturpay, April 4, in Los Angeles, “a doctor 
of the old school” rested from his labours, within 
a few weeks of his ninety-fourth birthday. 

Of the medical men born in the little town 
of Harbour Grace, on the east coast of Canada’s 
tenth province, by far the most outstanding was 
Sir Thomas Roddick (1846-1923), distinguished 
as a Montreal surgeon, but chiefly as the “father” 
of the Medical Council of Canada and of its 
system of licensure. Roddick’s father conducted 
a successful private grammar school in Harbour 
Grace, and was on friendly terms with a druggist 
in the town, W. H. Thompson. A son of the 


*Professor of Anatomy and Chairman of the Department, 
University of Manitoba. 





latter, William Edward Thompson, born in 
Harbour Grace in 1859, attended the school of 
Roddick senior, then studied medicine at McGill; 
his teachers there included Roddick Junior, 
Shepherd and Osler. He graduated M.D., C.M. 
in 1882; before his death he was thought to be 
the oldest living graduate of McGill, at any rate 
of its Faculty of Medicine. 

From his graduation in 1882 to 1884 W. E. 
Thompson held a medical appointment with the 
Canadian Pacific Railway, then constructing its 
transcontinental line; his headquarters were at 
Mattawa, Ont. In 1884 he married Miss Louisa J. 
Hurdman, of Ottawa, and began private practice 
in Mattawa. The year 1885-6 was spent doing 
postgraduate work in Edinburgh, his teachers 
there including Joseph Bell, the prototype of 
Sherlock Holmes, and Argyll Robertson, of 
pupillary fame. Having obtained the “triple 
qualification” of Edinburgh and Glasgow, he 
resumed practice in Mattawa. In 1888 Dr. 
Thompson and his family moved to Brandon, 
Manitoba, where he practised for the next ten 
years. 
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In 1898 Thompson and his brother-in-law, Dr. 
H. H. Hurdman, joined the gold rush to the 
Klondyke, taking three months to reach Dawson 


City, where he lived for the next thirty-five years. - 


Soon after arriving in Dawson he received a 
medical appointment with the Royal North-West 
Mounted Police, and during his early years in 
the Yukon he held several other government 
medical appointments. After 1910 he devoted 
himself mostly to his private practice and to his 
mining interests. His life in the Yukon was rich 
in colour and incident. 

In 1933 Dr. Thompson retired, and he and his 
wife settled in Los Angeles, sharing a charming 
home with their daughter and her husband. Here 
he enjoyed some twenty years of ideal retire- 
ment. He became an enthusiastic and remarkably 
good lawn bowler, and even when over ninety 
he continued to enjoy motor trips and Klondyke 
re-unions. Until his ninety-fourth year his health, 
vicour and joie de vivre were extraordinary. 

With the passing of Dr. Thompson, Canada 
bids affectionate farewell to a generation of her 
medical sons. He was indeed “a doctor of the old 
school” who studied under Osler at McGill, 
played his part in the construction of the Cana- 
dian Pacific Railway, and was a member of the 
R.N.W.M.P. in the Yukon at the turn of the 
century; who practised medicine and surgery in 
Mattawa in the 1880's, in Brandon in the 1890's, 
= in Dawson City in the 1900's. Ave atque 
vale. 





MEDICAL SOCIETIES 
WINNIPEG MEDICAL SOCIETY 


The annual meeting of the Society was held on May 
15. Dr. A. E. Childe, retiring president, gave the presi- 
dential address. Dr. David Swartz was elected president 
for 1953-54; Dr. F. Hartley Smith, Vice-President; Dr. 
Earl Stephenson, secretary; Dr. Dwight Parkinson, 
treasurer; Dr. Gordon P. Fahrni, Trustee. Honorary life 
memberships were conferred on Drs. Charles Hunter, J. 
D. Adamson, F. G. McGuinness and I. Pearlman. 


The meeting of the Society on April 17 was addressed 
by W. J. Hamilton, M.D., Professor of Anatomy in the 
University of London, at the Charing Cross Hospital 
Medical School. His subject was “The Placenta and 
Congenital Disease”. The discussion was opened by Dr. 
Bruce Chown. Ross MITCHELL 





ONTARIO MEDICAL 
ASSOCIATION 


The 73rd annual meeting was attended by 975 mem- 
bers. Life membership was conferred on Dr. G. E. Eakins, 
Port Arthur; Dr. Harris McPhedran, Toronto and Dr. 
H. W. Kerfoot, Smiths Falls. 

The T. C. Routley Shield for the best medical society 
in the province was awarded to the Thunder Bay Asso- 
ciation. Points which help to win the award are attend- 
ance at medical society meetings, participation in com- 
munity projects and publication of medical papers. 
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Dr. H. T. Ewart, superintendent of Mountain Sani- 
tarium, Hamilton, was elected O.M.A. president. Dr. R. 
Morrison Mitchell, Sudbury, became president-elect and 
Dr. Miln C. Harvey, Kitchener, was made president of 
Council. 

In his presidential address Dr. Ewart urged members 
to have a constructive attitude toward health insurance. 


Since all major political parties are committed to its 
implementation positive ideas should be given govern- 
ments by doctors regarding its desirable form. The fact 
that the federal government has offered grants for sub- 
sidized x-ray and laboratory diagnostic service without 
consultation with organized medicine is somewhat 
disturbing. Dr. Ewart hoped for more participation of 
doctors in civilian defence plans. 

One of the most timely scientific papers was that of 
Dr. A. J. Rhodes who spoke on “Protection against 
Poliomyelitis”. He said that after infection the patient 
had an acute condition which seemed to abate, then a 
few days later, the serious condition of paralysis de- 
veloped. The blood stream contains the virus for a few 
days before the nerves are affected. Some workers hoped 
that the virus could be attacked while still in the blood 
stream. For this purpose tests were run in United States 
in 1951 and 1953 on groups of children in epidemic 
areas. They were given gamma globulin which was 
effective from the first through the fifth week of infec- 
tion. But this passive immunity was so short-lived that 
another method, namely active immunization, is being 
sought. Monkeys and chimpanzees have been actively 
immunized with vaccines made from poliomyelitis virus 
but so far the method is not safe enough for humans. 

LILLIAN A. CHASE 





MISCELLANY 


NOTICE TO HOSPITALS AND FOREIGN 
PHYSICIANS PLANNING TO TAKE 
INTERNSHIPS OR RESIDENCIES 

IN THE UNITED STATES 


The Health Resources Advisory Committee of the Office 
of Defence Mobilization has been concerned with the 
past confusion and uncertainty in connection with the 
possible obligation of foreign physicians under the Uni- 
versal Military Training and Service Act, when such 
physicians enter the United States for the purpose of 
taking an internship or residency. 

The Director of the Visa Office of the State Depart- 
ment, has furnished the following information which 
should be helpful to all concerned. 

Arrangements for the admission of foreign medical 
students (physicians) for hospital training as interns and 
resident cvalelans may currently be made in accord- 
ance with the exchange-visitor regulations promulgated 
under the United States Information and Educational 
Exchange Act of 1948, as amended (Section 201). 
Persons who have entered the United States with the 
exchange-visitor visas issued under this section of the 
law are exempt from the necessity of registering for 
military training or service. 

This type of visa may be issued only to qualified 
persons who have been selected by sponsors of pro- 
grams that have been designated as exchange-visitor 
programs by the Department of State. American consular 
offices abroad have aa instructed to advise aliens who 
have been accepted for interns or residents by American 
Hospitals to have the hospital, if they have not already 
done so, apply to the International Education Service of 
the Department of State for designation of an ex- 
change-visitor program. Hospitals planning to use alien 
physicians might prevent present undue delay by apply- 
ing for such designation well in advance of the time they 
plan to use such physicians. 

Persons who enter the United States for medical train- 
ing with immigant visas may, if they so desire, depart 
from the United States and apply to an American con- 
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sular officer abroad for an exchange-visitor visa with 
which to return to this country and complete their train- 
ing. Such persons may, however, render themselves in- 
admissible into the United States under the provisions 
of Section 212(a) (22) ot the Immigration and Nation- 
ality Act as persons who departed to avoid or evade 
training or service in the armed torces of the United 
States, unless they are able to establish to the satisfaction 
of the consular officer issuing the visa and of the im- 
migration inspector at their port of entry into the United 
States that they were classified as nonimmigrants at the 
time of their original admission into the United States, 
that they have not during their stay in this country com- 
mitted any act indicating an abandonment of nonim- 
migrant status or an acceptance of permanent-residence 
status, and that they were properly classifiable as non- 
immigrants at the time of their departure as well as at 
the time of their application for exchange-visitor visas. It 
is also to be borne in mind that, if such persons have 
failed to report after being called for induction by their 
local Selective Service boards they will be regarded as 
delinquent by the Selective Service authorities and may 
be subject to prosecution by those authorities regardless 
of their possible acquisition of exchange-visitor status. 
In this connection medical trainees in this country in the 
status of permanent residence, who intend to depart 
from thhe United States, should be advised to so inform 
their local draft boards in order that they will not be 
called for service while outside of the United States and, 
by failing to report, become delinquent in their Selec- 
tive Service responsibilities. 





[Some time ago a case of snake-bite was admitted to 
a Montreal hospital. A great deal of publicity was given 
to this case in the Montreal papers. We republish here- 
with (from “L’Information Médicale.” 5: May 13, 1953) 
a comment by Dr. Romeo Boucher which condemns the 
excessive and morbid curiosity excited by the case.— 
Eprror. | 


Sans vouloir revenir sur un accident dont la presse 
et la radio ont gavé leur clientéle, plusieurs jours 
durant, de la facon sensationnelle qu’on sait, il est cepen- 
dant nécessaire d’y apporter quelques commentaires. 
Comme cela s’est passé dans mon service de lhépital 
Saint-Luc, ce n’est tout de méme pas par oui-dire que 
jen parle. 

Si la vie de ce “mordu par un mocassin” a été sauvée, 
c’est grace a l’excellent entrainement clinique et théra- 
peutique de mon interne de garde et de mon résident, 
je l’affirme sans ambages. Contrairement a l’aventure de 
Fréron, ni le malade, ni le mocassin n’en sont morts. 
Mais mes internes en ont été crevés. Crevés aussi tous 
ceux qui s’en sont occupés. Non par les caprices ou le 
mauvais caractére de ce pauvre malade qui s’est montré 
le plus docile du monde, mais par le déchainement de 
la curiosité morbide éveillée par son cas. Le “piqué”— 
comme on I’a si souvent appelé dans les journaux—avait 
certainement l’A4me vissée au corps pour sen tirer a si 
bon compte au milieu de ce tapage. Car les médecins, 
qui l’ont soigné sans le quitter pendant quarante-huit 
heures, ont eu tout le mal possible 4 se défendre contre 
des interventions non médicales, troublant leur travail et 
mettant 4 coup stir la vie de “leur” malade en danger. 
Presse, radio, photographers, policiers, curieux, resquil- 
leurs de sensations morbides, tout cela péleméle autour 
d’eux. Sans compter le téléphone, la poste, le télégraphe. 
Vous trouvez cela humain, vous? Moi, pas. 

Ceci dit, je reviens sur l’énorme quantité d’imbéciles 
qui se sont mélés de ce qui ne les regarde pas et crus 
obligés d’adresser 4 Vhépital les fruits plus ou moins 
rocambolesques de leur imagination d’ignorants. Comme 
nous n’avons pas de serpents mocassins au Canada, on 
comprend facilement la valeur thérapeutique de leurs 
suggestions. Par lettre, par téléphone, par télégramme, 
je vous l’ai dit, arrivaient des moyens, aussi abracada- 
brants les uns que les autres, de sauver le malade, qui 
sen est bien passé, Dieu merci pour lui. 
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Heureusement l’aventure a bien tourné. Mais vous 
voyez diici tout le tra-la-la que n’auraient pas manqué 
de soulever contre la médecine, en général, contre 
’hépital, en particulier, ces charlatans microcéphales et 
ces empiriques soi-disant illuminés, qui en sont encore 
a limposition des mains, 4 l’amulette, a la graisse d’oie 
bouillie dans le jus de crapaud, pour n’avoir pas suivi 
leurs peepreinen Et je suis franchement étonné que 
nos glorieux masturbateurs de la colonne ne se soient 
pas encore attribué parmi leurs “guérisons” celle des 
morsures par mocassin. Qu’on ne s’en fasse pas, c’est un 
simple oubli qui se corrigera avec le temps. 





AN ANNIVERSARY IN PSYCHIATRY 


The tenth anniversary of the establishment of the De- 
partment of Psychiatry of McGill University and of the 
Allan Memorial Institute of Psychiatry was held at 
McGill University on April 17, 1953. The morning ex- 
ercises were devoted to a consideration of three major 
fields, viz., the rdle of mental health in the public health 
program, this being introduced by Dr. Paul V. Lemkau, 
Adjunct Professor of the School of Hygiene and Public 
Health of the Johns Hopkins University; a panel discus- 
sion on human vulnerability in crisis, organized by Dr. 
T. E. Dancey and including speakers from three Cana- 
dian universities; and psychiatry in pediatric practice, 
the topic being opened by Dr. Milton J. E. Seen, Pro- 
fessor of Pediatrics at Yale University. The afternoon 
session was concerned with discussions of undergraduate 
instruction led by Dr. John McK. Mitchell, Dean of the 
Medical School of the University of Pennsylvania; and 
of postgraduate instruction, led by Dr. John C. White- 
horn, Professor of Psychiatry at Johns Hopkins University. 

Dr. G. Lyman Duff, Dean of the Faculty of Medicine 
of McGill University, in his dinner address that evening 
spoke on the exceptionally rapid development of the 
Department during the past ten years. He stated that 
two major policies were adopted at the time of the 
establishment of the Department which were to have a 
great bearing upon its subsequent life. The first was that 
the teaching of psychiatry calls for such a diversity of 
experience that instruction cannot be limited to the kind 
of clinical material to be found at one or two hospitals 
but must be based, rather, upon a network of diverse 
centres, such as, the psychiatric division of a general 
hospital, a mental hospital for long term cases, a mental 
hygiene clinic, and a complementary series of research 
laboratories, allied departments oom divisions such as 
those of internal medicine, neurology, psychology and 
pediatrics. A second and interlocking policy was that 
a field which every survey had shown to be one of the 
major health hazards of the times could not be dealt with 
as a limited specialty, but must be seen as one of the 
major divisions of medicine, and hence it must be antici- 
pated that every general hospital eventually would in- 
clude psychiatry as a major department. This trend, per- 
ceived in 1943, and in which leadership was taken by 
the teaching hospitals of McGill University, was now in 
plain expression across Canada and in many parts of the 
United States. 

He referred also to the fact that the conception of the 
training network, co-ordinated and directed by the Uni- 
versity, as contrasted with the older idea of a single 
hospital as the training centre, was now being taken up 
as a general policy in postgraduate psychiatric education 
across Canada, and that the same trend, pioneered by 
McGill University, was also to be seen in active develop- 
ment in the United States. The Dean went on to empha- 
size the powerful stimulation afforded by this close 
partnership of the University and the clinical teaching 
centres. This had resulted, among other things, in_ the 
development of new kinds of medical facility, and he 
made reference to the idea of the day hospital, first 
inaugurated at the Allan Memorial Institute in 1946 and 
which had now spread to many other countries, as 
constituting a valuable setting for treatment and for 
teaching, not only in the field of psychiatry but in other 
fields of medicine. 
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Turning to research, Dean Duff stated that five major 
research laboratories had been set up in the Allan 
Memorial Institute between 1943 and 1946; and that, 
in addition, clinical research had been widely fostered, 
both at the Institute and at other centres—notably in 
the Verdun Protestant Hospital, the Veterans’ Hospital 
and, more recently, in the Montreal General Hospital 
and the Children’s Memorial Hospital and the Mental 
Hygiene Institute. The Department of Psychiatry, and 
particularly the Allan Memorial Institute, now under- 
take such a considerable share of psychiatric research 
in Canada as to constitute a national asset. 

In his reply, Professor D. E. Cameron defined the 
objectives which it was hoped the Department and the 
Institute would attain in coming years. He pointed to the 
fact that the undergraduate curriculum was now under 
more critical scrutiny across the continent than it had been 
at any previous time; that there was a growing determi- 
nation that the students in our medical schools should 
be trained to deal with people—people who are sick— 
and not irained to deal with disease, a training which 
often left the living men and women out of considera- 
tion. In regard to postgraduate training, he expressed a 
belief that here we have come to the end of a period. 
Time and experience have now taken us past the era 
of the didactic lecture, through the days of the Oslerian 
conception of bedside instruction—backstopped, as_ it 
were, by the autopsy room—and on into the current hour 
of small group instruction. Knowledge has grown so 
extensive, skills so complex, that we seem to be ap- 
proaching the limits of present methods of instruction. 
It is now becoming imperative that what we know of 
the dynamics of instruction should be rapidly expanded 
and applied, for the next stage in the development of 
our postgraduate teaching will find us extending our at- 
tention from what is to be learned to who is going to do 
the learning—from the book and the patient, to the 
learning man. It is to be anticipated that our instruc- 
tional methods of the future will be based not so much 
upon the material to be learned as upon greatly ex- 
panded knowledge of the psychology of learning. 

Dealing with research, Dr. Cameron underscored two 
major developments which await us: the first being the 
working out of a philosophy of science applicable to 
human behaviour, and the second the exceptionally 
significant vistas opened up by the possibilities of com- 
parative studies in human behaviour as furnished by our 
growing knowledge of other societies than our own. He 
expressed the belief that some of the outstanding prob- 
lems of the management of anxiety, of hostility and guilt, 
would be greatly clarified when we were in a position 
to set up facilities to investigate these matters as they 
occur in a series of cultural groups other than our own 
society alone. 





CORRESPONDENCE 


STANDARDS OF DRIED THYROID 
To the Editor: 


I would be grateful for space in your journal to inform 
the Canadian medical profession regarding the change 
in the Canadian standard for Dried Thyroid. 

Effective January 1, 1954, the monograph for Dried 
Thyroid on page 149 of the Food and Drug Regulations 
will be changed as follows: 

(a) the al name “Dried Thyroid” will be changed 
to “Thyroid”, 

(b) in Section C.06.250 line 3 will read “contain not 
less than 0.17 per cent and not more than 0.23 per cent 
of iodine .. .”, and, 

4 (c) in Section C.06.251 the “Usual Dose” will read 
Metric 30 to 120 mg., Imperial % to 2 grains”. 

The net result of these changes will be that -the 
potency of the new standard will be TWO-THIRDS of 
the potency of the old standard. 
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All of the thyroid supplied to retail druggists or 
purchased by physicians trom wholesale druggists after 
January 1, 1954, will be the new standard material which 
will be labelled “Thyroid, New Standard”. However, 
pharmacists will be permitted to dispense the remainder 
of their stocks of the old standard before starting to 
dispense the new standard. It is important for phy- 
sicians to remember that this change is being made, but 
the individual pharmacist will contact the physician as 
he changes over to the new standard so that the phy- 
sician need not make any special designation on_ his 
prescriptions unless he wishes to do so. Arrangements 
have been made with pharmaceutical manufacturers, 
wholesale druggists, and retail druggists to ensure their 
co-operation in making this change as rapidly and un- 
eventful as possible. When the change-over is complete 
the dosage on prescriptions can be adjusted to the levels 
of the new standard. It is not ened that the transition 
period will extend beyond April 1, 1954. 

This change in the standard and proper name _ for 
“Dried Thyroid” will mean that “Thyroid” as sold in 
Canada after the change-over is completed will be 
identical with that described in the United States 
Pharmacopeeia and the proposed standard to appear in 
the International Pharmacopeeia. It will not be strictly 
comparable to the standard of the British Pharmacopceia 
since the B.P. utilizes an assay method based on the 
thyroxine iodine content while the other two standards 
mentioned are based on the total iodine content as is the 
Canadian Standard. 

The alteration of the standard for Dried Thyroid was 
discussed at the meetings of the Canadian Committee on 
Pharmacopceial Standards in November 1951 and 
November 1952. C. A. MorRELL, 

Director 
Food and Drug Divisions. 





SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


THE QUEEN AND THE SURGEONS 


As Sir Arthur MacNalty points out in a recent com- 
memorative article in The Practitioner (May 1953), the 
Royal family, ever since the days of Henry VIII, has 
taken a great interest in the Royal College of Surgeons 
of England and the various “guilds” which preceded it. 
On May 5, this interest was once again manifest when 
the Queen laid a memorial stone to commemorate_the 
first phase of the extensive building operations which 
are now being undertaken at the Royal College of 
Surgeons. Much of the college was destroyed in the 
blitz of 1941, and the present building program is de- 
signed to renew what was lost and to provide consider- 
able extensions. The Great Hall, in the tapestried skeleton 
structure of which the Royal ceremony was held, is to 
provide the heart of the new ae Above will be 
three floors of museum, towards the cost of which 
£100,000 has been given by the Wellcome Trustees, and, 
in addition, there will be extensive new laboratories. To 
the east of the main college is to be built the Nuffield 
College of Surgical Sciences, which will contain bed- 
rooms and full collegiate amenities for 90 postgraduate 
students. Lord Nuffield is the benefactor here, and has 
provided £250,000 towards the cost. 


THe ARCHIVES OF BART'S 


St. Bartholomew’s Hospital dates from 1123. As its 
archives have been carefully safeguarded throughout the 
ages, they now constitute a fascinating historical series. 
They have recently been on view in the magnificent 
eighteenth-century Great Hall of the Hospital. The 
earliest document is a deed sealed in 1137 by Rahere, 
the founder of the Hospital. Perhaps the most exquisite 
of all the documents was the fifteenth-century cartulary 
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in which Brother John Cok, the renter of the Hospital, 
recorded transcripts of all its documents up to that 
period, Bart’s, as an ecclesiastical institution, disappeared 
in the dissolution of the monasteries, to reappear as a 
Royal Hospital, and the indenture signed and sealed by 
Henry VIII, giving the hospital to the Lord Mayor and 
Commonalty of the City of London was among the docu- 
ments on view. 

Parish records were also on view, including a manu- 
script volume of 1600, in which it is recorded that “Mr. 
Bodley payed the parish two shillings for scavenging”. 
This is the Thomas Bodley who founded the famous 
Bodleian Library at Oxford. Part of the present hospital 
stands on the site of his house. Among the art treasures 
shown were the portrait of Percivall Pott by Sir Joshua 
Reynolds, and Sir Thomas Lawrence’s portrait of John 
Abernethy, a new life of whom has recently been pub- 
lished by the Librarian of the Hospital Medical College. 

There can be few, if any, hospitals in the world which 
can emulate St. Bartholomew’s for the richness of its 
archives, and the only criticism of this, its contribution to 
Coronation Year, is the shortness of time during which 
the exhibition was open. 


THe NEGLECTED TODDLER 


In the Newsholme Lectures, which he has just de- 
livered at the London School of Hygiene and Tropical 
Medicine, Professor Alan Moncrieff, Nuffield Professor of 
Child Health in the University of London, and at one 
time your London Correspondent, drew attention to the 
serious gap in our child health services, whereby the 
pre-school child, or toddler, tends to be neglected. 
Priority is giyen to the young infant, and the school child 
is well covered by the School Medical Service, but in 
the intervening years, among the most important in the 
whole of life, there is an urgent need for new develop- 
ments. In this under-five age group “we may have the 
answer to delinquency among the young, to maladjust- 
ment in childhood and to the almost impossible demands 
upon our child guidance system”. 

He also appealed for a more active réle for the school 
doctor in the life of individual schools. For instance, he 
should be concerned with the program for physical 
education and remedial gymnastics, as well as advisor 
in matters of school hygiene, the school meals service, 
lighting and the playground. In his final lecture he drew 
attention to a current tendency which is worrying many 
of the more thoughtful supporters of the National Health 
Service—the tendency for the welfare State to produce 
demands for rights without the compensatory obliga- 
tions being recognized or accepted. 

The general attitude, according to Professor Moncrieff, 
is that of taking out of the national pool and putting 
nothing back: “They (parents) demand as a right to 
have evervthing done, and the next stage is almost a 
refusal to do anything themselves. This seems to me most 
perilous”—as it does to many who are fighting a losing 
battle against the current popular belief that there are 
rights without duties. 


SUPERSONIC FLIGHT 


A graphic picture of the dangers involved in future 
developments in supersonic flight- is painted in The 
Times by a member of the staff of the College of 
Aeronautics. “Within a few years”, according to this 
authority, aircraft will be capable of exceeding the speed 
of sound in level flight. and “an aircraft flying low at 
supersonic speeds, perhaps only 100 miles an hour faster 
than at present, would create havoc not only with our 
eardrums but by material damage to our homes”. When 
the shock wave from an aircraft flying supersonically 
1,000 feet above the ground, passes there is a sudden 
change in pressure of about 10 pounds a square foot. 
“Besides being damaging to the ear this is sufficient to 
break most windows”. The only remedy advanced for 
this latest affliction of “civilization” is the restricting of 
supersonic flying to over the sea and at great heights. 
London, June 1953. WiiiiAM A. R. THOMSON 
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OBITUARIES 


DR. IRVING R. BELL, aged 68, of Edmonton, Allta., 
died on May 8 following a short illness. He was one 
of the first to join the teaching staff of the faculty of 
medicine at the University of Alberta. Born in Caledon, 
Ont., Dr. Bell graduated from the University of Toronto 
in 1906, following which he came west to practise in 
the Crowsnest district for some time. After moving to 
Edmonton in 1915, he became professor of therapeutics 
at the university. He also served terms as iene of 
the Edmonton Academy of Medicine and the Alberta 
College of Physicians and Surgeons. Dr. Bell was for 
many years the chief of medicine at the Royal Alexandra 
Hospital, as well as acting as a member of the Edmonton 
Hospital Board. Surviving are his widow and four sons, 
Dr. Gordon Bell, Dr. Edward Bell and Dr. Donald Bell, 
all of Edmonton, and Alan in Lethbridge. 


DR. ALBERT COLLINS, aged 68, of Niagara Falls, 
Ont., veteran of the Army Medical Corps in two World 
Wars and, for many years, medical health officer of the 
Town of Fort Erie died at the Douglas Memorial Hos- 
pital on April 22. He retired from the army with the 
rank of major in the Second World War. He came to 
Fort Erie after serving in the First War and had prac- 
tised until about two years ago when ill health prevented 
him from actively continuing. He is survived by his 
widow and two daughters. 


DR. W. R. FADER, aged 70, died on April 19 at his 
home in Toronto. He had been ill for the past year. Dr. 
Fader was born near Windsor. He graduated in medicine 
from the University of Toronto in 1908 and practised 
in Windsor prior to coming to Toronto. He was a mem- 
ber of Oakwood Lodge, AF & AM, Timothy Eaton 
Memorial Church, the Canadian Medical Association and 
the Academy of Medicine. He leaves his widow, a 
daughter and a son. 


DR. J. A. M. HEMMEON died after a short illness in 
Annapolis Royal, N.S., on April 6. Dr. Hemmeon was 
born in Upham, N.B., in 1872. He was a graduate in 
arts of Acadia University, studied medicine at Dalhousie 
University and graduated in medicine at the University 
of Maryland in 1896. He practised medicine in partner- 
ship with Dr. C. S. Marshall in Bridgewater, took special 
courses in eye, ear, nose and throat in London, England 
and. practised for some years at Seattle, Wash. As a 
major in the McGill Medical Unit in 1914, he was at 
Boulogne Base Hospitals in France. He subsequently 
practised as specialist in Halifax and Wolfville. He re- 
tired in 1947 and resided thereafter in Annapolis Royal. 
Dr. Hemmeon is survived by one son. 


DR. HENRY ORTON HOWITT of Guelph, Ont., and 
a member of the advisory boards of both the General 
and St. Joseph’s Hospitals at one time, died on May 3 
in St. Joseph’s Hospital after a lengthy illness. He was 
in his 74th year. Dr. Howitt retired about eight years 
ago from his practice. He had been in ill health for 
several years. Born in Guelph March 1, 1880, he re- 
ceived his education in Guelph schools and from the 
Upper Canada College in Toronto. He graduated in 
medicine in 1904 from McGill University, Montreal. 
During the war of 1914-1918, Dr. H. O. Howitt was ap- 
pointed the chief of surgery at the Speedwell Military 
Hospital, now known as the Ontario Reformatory. He 
was appointed medical officer of health for the city of 
Guelph in 1910 and held that post until 1920. Dr. Howitt 
was a member of the Guelph Medical Society, Ontario 
and Dominion Medical Association and the Academy of 
Medicine, Toronto. Dr. Howitt leaves his widow, two 
daughters and one son. 


DR. CAMPBELL B. KEENAN, D.S.O., retired surgeon 
and soldier, died May 17 after a long illness, at the age 
of 86. Born in Ottawa, he was educated at Ottawa 
College and McGill University, receiving his’ medical 
degree in 1897. He interned at the Royal Victoria Hos- 























Canad. M. A. J. 
July 1953, vol. 69 


pital from 1897 until 1900 and was appointed to the staff 
in 1901. He served as a medical officer with the Strath- 
cona Horse Artillery in the South African War and from 
1916 to 1919 was medical officer in France with the 
Princess Patricia Canadian Light Infantry. Later he was 
officer in charge of surgery with No. 2 Canadian General 
Hospital. A consulting surgeon for the Canadian National 
Railways, he was assistant professof of surgery at Mc- 
Gill University for a number of years. He had been a 
Fellow of the American College of Surgeons since 1912 
and was also a Fellow of the Royal Colleze of Surgeons 
of Canada and a member of the Canadian Medical Asso- 
ciation, the Montreal Medico-Chirurgical Society and the 
Canadian Association of Clinical Surgeons. He was a 
member of the Masonic Order, and also a member of the 
Royal Montreal Golf, Mount Bruno Country, Montreal 
Hunt, Montreal Winter and Montreal Jockey Clubs. 

On retirement he went to live at Bic, Que., where he 
is survived by a sister-in-law, Miss A. Hagar. His wife 
died four years ago. 


DR. R. W. LEADER, of Weatley, Ont., died on April 21. 
He was 82. Born in Plattsville, Ont., Dr. Reatie at- 
tended St. Catharines Collegiate. After graduation from 
the University of Toronto Medical School, he practiced 
for a time in Simcoe County. Dr. Leader had practiced 
medicine here since 1911. He became a leading citizen 
not only through his medical skill and readiness to aid 
patients at any time, but also through his keen interest 
in community betterment. In 1951, his University of 
Toronto medical class held a reunion, and Dr. Leader 
was one of the five survivors of the class. Each of the 
five had practiced medicine for 50 years. He is survived 
by his widow. 


DR. HOMER McLAY, of Aylmer, Ont., died on April 
30 in St. Thomas Memorial Hospital. He graduated in 
1903, from the University of Western Ontario and started 
practising in Aylmer shortly after. He continued in active 
practice until 1947, when he suffered a heart ailment. 
Dr. McLay was active in community affairs at Aylmer 
and Port Bruce. He was on the directorate of the Aylmer 
and East Elgin Agricultural Society for many years. 
Surviving are his widow and two sons. 


DR. FRANK S. PATCH died suddenly at his home on 
May 1. Born at Kingston, Ont., in 1878, he graduated 
from McGill University in 1903 after completing his B.A. 
course. Throughout his college career he showed the 
brilliance in scholastic work and ability in athletics and 
college activities which foreshadowed his outstanding 
career professionally and in public work. He spent two 
years in intern training at the Montreal General Hospital, 
and then studied in England and on the Continent. Some 
of his time was spent with Sir Almroth Wright and he 
was a co-worker for a time with Alexander Fleming, who 
was later to discover penicillin. 

On returning to Montreal, Dr. Patch began his long 
and unbroken period of service on the staff of The 
Montreal General Hospital, first as its Medical Super- 
intendent for two years, and then as attending surgeon. 
In 1917 he became chief of the Genito-urinary Depart- 
ment and held this position till his retirement in 1944. 
As secretary of the Medical Board, then chairman, and 
finally secretary of the Board of Management, he served 
his hospital faithfully. He also held teaching appoint- 
ments at McGill University, rising from assistant demon- 
strator in surgery to full professorship of Urology, and 
for three years served as chairman of the Department of 
Surgery. He also served for three years on the Graduates 
Society and was a member of the McGill Senate. He 
early showed a keen interest in Military affairs, being 
commissioned with No. 4 Field Ambulance and later 
with No. 5. whose commanding officer, R. P. Campbell. 
was one of his closest friends. Dr. Patch was retained 
in Canada during World War I to act administratively as 
A.D.M.S. and attained the rank of Colonel. In the 
Second World War he likewise performed valuable serv- 
ice on the Committee on Procurement and Assignment. 

In the world of organized medicine, Dr. Patch was 
prominent. In the Montreal Medico-Chirurgical Society 
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he was successively Vice-President, President and 
Trustee. In the Canadian Medical Association he was 
similarly active over the greater part of his life. Beginning 
with membership in 1911, he was Hon. Treasurer and 
Managing Editor of The Journal 1929-1938, and again 
from 1940-1943; member of the Executive Committee 
1929-1933, of General Council 1929 to the year of his 
death; President 1939-1940; and he had been chosen as 
a Senior Member for 1953. He also served with the 
Quebec Division, helping to form it in 1937, and being 
its first Chairman of Executive 1937-1942. He was a 
charter member of the Royal College of Physicians and 
Surgeons of Canada and was its President 1943-1945. 

Another of his lifelong interests was the Victorian 
Order of Nurses, beginning with his superintendency of 
the typhoid emergency hospital organized by the Order 
in Montreal in 1910. He served as Hon. Secretary of the 
V.O.N. Montreal Branch 1910-1920, and was its first 
Vice-President 1920-1945, and a member of the National 
Executive Council 1931-1950. 

In the American Urological Association he held mem- 
bership from 1921 to his death, and also a member of 
several American urological and pathological societies, 
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as well as the British Society of Urological Surgeons, 
and the International Urological Association. His clubs 
were the University Club of Montreal, McGill Faculty 
Club, Royal St. Lawrence Yacht Club, Royal Montreal 
Golf Club, and Montreal Indoor Tennis Club, Orleans 
Fish and Game Club, and a Charter Member of the 
McGill Chapter of the Delta Upsilon Fraternity. 
He leaves his widow, two sons and one daughter. 


AN APPRECIATION 


The recital of Frank Patch’s appointments and ac- 
tivities gives some idea of his unusual vigour and 
abilities. One had to know him however to realize that 
it was not all mechanical efficiency. He had a warm 
heart and never forgot his many friends, and he was a 
sturdy fighter for whatever he was interested in. All 
these were qualities which made him a natural leader. 
This was evident from his early days in school and 
college, where in addition to his prize-winning capacities 
(he was Dux of his school, the Montreal High, and won 
two special medals; and in college was final prizewinner ) 
he took part in most of the social and athletic activities. 
Perhaps it was not generally known how deeply inter- 
ested he was in Canadian history. He had a fine 
collection of Canadiana, “and more, he read them”. 
Like many doctors he loved fishing and as long as he 
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was physically able would find time for his annual 
fishing trips. 

Frank Patch has left lasting evidence in Canadian 
medicine of a strong mind with high ideals. He used his 
talents freely throughout a busy useful life and will be 
remembered with respect and affection. H.E.M. 


DR. G. M. REID, aged 80, former assistant medical 
superintendent of the Central Alberta Sanatorium, 
Calgary, died on April 29 in Victoria, B.C. Dr. Reid 
lived in Calgary from 1920 until 1937 when he retired 
from his duties at the sanatorium. He was born in 
Ontario and was raised in Kingston. He moved to Dids- 
bury in 1903. During the First Great War he _ served 
overseas with the Canadian Army. On his return he took 
over the assistant superintendent’s position at the sana- 
torium in 1920. He received his medical education at 
Queen’s University and was prominent as a rugby player 
during his student days. Surviving is his widow. 


DR. BENJAMIN W. SEGAL, of Montreal, died on April 
17 at the Jewish General Hospital. He was 52. Born in 
Romania, Dr. Segal obtained his medical degree from 
McGill University and interned in New Haven, Conn., 
returning to Montreal to specialize in gastroenterology. 
Dr. Segal was attached to the Department of Medicine 
at the Jewish General Hospital where he had been on 
the staff since the hospital was opened in 1934. He was 
also attached to the department of medicine at the 
Montreal General Hospital. He was a member of the 
Montreal Clinical Society, the Montreal Medico-Chirurgi- 
cal Society. He is survived by his widow, a son and two 
daughters. 


DR. RALPH PATERSON SMITH, died suddenly on 
April 8, aged 57. Born in Greenock, Scotland, he gained 
degrees in Glasgow and Edinburgh Universities. He 
joined the medical faculty of Dalhousie University in 
1927 and was professor of pathology and bacteriology 
there for more than 20 years. He returned to Britain in 
1947 and served as director of pathology at Newcastle 
General Hospital until his death. He leaves his widow 
and five sons. 


DR. HAROLD W. TRICK, formerly of Oshawa, Ont., 
died April 19, at Henderson Nevada, in his 52nd year. 
Born in Oshawa, he was educated in Oshawa schools, 
and attended the medical school of the University of 
Toronto. During 1925 and 1926, he interned at Oshawa 
General Hospital, then began practice here for about four 
years. After going to the United States, he enjoyed a 
large practice on the outskirts of Buffalo. Because of 
ill health, he retired some four years ago. Surviving is his 
mother; his widow and a daughter. 





ABSTRACTS from current literature 
MEDICINE 


Experimental Observations on the Etiology 
of Rheumatic Fever. 


McKeown, F.: Post.-Grap. M. J., 28: 11, 
1952. 


This is a very good review and summary of the experi- 
mental work that has been done to determine the etio- 
logical factors in rheumatic fever. Every known method 
of investigation has been applied. Bacteria infrequently 
have been cultured from the blood and lesions of rheu- 
matic fever patients, but seldom, if ever, have the same 
bacteria been reveatedly obtained. In an attempt to ex- 
rene induce rheumatic fever the injection of 

acteria obtained from patients has not reproduced the 
lesions of rheumatic fever. A virus has been sought for, 
and this has failed. No comparable lesions have been 
produced by the inoculation of rheumatic exudates into 
animals. The only lesions reproduced in animals bearing 
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a histological similarity to the specific rheumatic Aschoff 
nodule have been obtained from hypersensitive animals. 
Anaphylactic type reactions occur in the collagenous 
tissues of the heart and are of a granulomatous nature. 
Sensitization to streptococci can readily occur, and ex- 
perimentally in rabbits has led to the development of 
cardiac lesions bearing a marked resemblance to those 
of rheumatic fever of the human—a specific carditis may 
develop as the result of an acquired hypersensitivity to 
the proteins of such streptococci. Some patients are more 
readily rendered hypersensitive than others, and it is 
suggested that rheumatic fever is the product of these 
two factors: (1) the inheritance of a mesenchyme which 
is réadily susceptible; and (2) the development of hyper- 
sensitivity to the products of the streptococcus. It is 
possible that the state of endocrine balance may also 
influence the ease with which the tissues are sensitized. 

J. A. Stewart DorrANCE 


Splenectomy for Myeloid Metaplasia of the 
Spleen. 


GREEN, T. W., Coney, C. L., AsHpurn, L. L. 
AND Peters, H. R.: NEw ENGLAND J. MED., 
248: 211, 1953. 


The cause of “agnogenic myeloid metaplasia” is still 
under dispute. The splenic enlargement is considered 
by some authorities to be a compensatory mechanism for 
the myelofibrosis.in the bone marrow. Others consider 
the disease as a proliferative disorder of the primitive 
mesenchymal precursors from which the hematpoietic 
system takes origin (like polycythemia vera). 

The mortality accompanying splenectomy in myeloid 
metaplasia has been considered to be a very high one 
on the basis of earlier observations, Of late years, with 
improved technique, the mortality rate has dropped to 
reasonable figures. However, while splenectomy can be 
fairly safely carried out in agnogenic myeloid meta- 
plasia, and while it does not make the clinical condition 
worse, it rarely helps the patient and is only indicated 
with severe thrombocytopenia or hemolytic anzemia. 

Five cases of splenectomy during the course of myeloid 
metaplasia are reported in detail. No adverse effects 
were evident in any case but only one patient appeared 
to receive clinical benefit. The literature on the subject 
is reviewed in some detail. NorMaN S. SKINNER 


Acute Infectious Lymphocytosis. 


Ritey, H. D.: New ENGLAND J. MeEp., 248: 92, 
1953. 


Acute infectious lymphocytosis is a benign, relative in- 
crease in the number of the small mature lymphocytes 
in the peripheral blood and in the bone marrow. It has 
been repeatedly reported as occurring in more than one 
member of a family and in epidemic form in institutions. 
The great majority of cases have occurred among chil- 
dren. The degree of communicability and immunity, as 
well as the specific etiologic agent, have not been ascer- 
tained. The incubation period would appear to be be- 
tween twelve and twenty-one days. 

The clinical picture is usually that of an acute respir- 
atory infection, although many cases have been reported 
who were asymptomatic, diagnosis being made by ex- 
amination of the peripheral blood. Occasionally severe 
symptoms may occur and an encephalitic picture has 
been reported. In most cases the lymph nodes and spleen 
are not significantly enlarged and there are none of the 
laboratory findings suggestive of acute infectious mono- 
nucleosis. The blood shows a markedly elevated count of 
small, mature lymphocytes and this is reflected by a 
marked increase of the numbers of the same cell in the 
bone marrow. The abnormal blood picture may remain 
for from a few to many weeks although clinical signs 
and symptoms usually rapidly disappear. 

The author reports in detail two cases of this disease 
occurring in two children of the same family. 

NorMaAN S. SKINNER 
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Effect of Aureomycin on the Development of 
Cold Agglutinins in Primary Atypical 
Pneumonia. 


GALLAGHER, C. D. AND GALLAGHER, J. R.: 
New ENGLAND J. MeEp., 247: 314, 1952. 


A rise in the level of cold agglutinins in the serum is 
frequent in primary atypical pneumonia and is a valuable 
diagnostic test. Aureomycin has proved to be of marked 
therapeutic value in the treatment of the disease and the 
authors carried out this study in an effort to assess the 
effect of aureomycin upon the level of the cold agglu- 
tinins. The alternate case method was used, every second 
patient being treated with aureomycin and the alternate 
ones being treated only symptomatically. While the num- 
ber of patients was small (eight in each group) the 
therapeutic effect of aureomycin was marked as was its 
effect in lowering the level of cold agglutinins. 

While the therapeutic effect of aureomycin in pri- 
mary atypical pneumonia is acknowledged the authors 
point out that this infection may be a very mild one and 
that the drug should not be used routinely because of 
its possible effect in preventing the development of im- 
munity to the causative agent. NorMAN S. SKINNER 


Acute Toxic Nephrosis. 


Murpny, F. D.: Post.-Grap. Mep., 12: 191, 
1952. 


Many names such as hemoglobinuric nephrosis, crush 
syndrome, toxic nephrosis, and lower nephron nephrosis 
have been applied to the disease characterized by a 
degeneration of the distal convoluted tubule and an 
almost identical picture of acute renal insufficiency with 
anuria, oliguria, and uremia. “Acute toxic nephrosis” 
is the name of choice, as in many instances the proximal 
convoluted tubule is damaged as well as the distal tubule. 
The pattern of renal dysfunction and the clinical course 
in nearly all patients are practically the same regardless 
of the nature of renal damage. First there is a period of 
shock or near shock; second, a stage of anuria and 
oliguria, and finally, after a few weeks, termination in an 
abrupt onset of diuresis and recovery, or death from 
uremia or heart failure or both. This identical clinical 
picture is exemplified by case reports, especially. of bi- 
chloride of mercury poisoning in which the proximal 
tubules are heavily damaged and yet the clinical picture 
is exactly like that of lower nephron or hzemoglobinuric 
nephrosis. As yet there is no correlation between the 
kidney lesion and the clinical features. The chief aim 
of treatment is to tide the patient over the critical period 
of anuria and uremia and to give the kidney a chance 
to carry on its own work when tubular regeneration 
takes place, which occurs in approximately two weeks. 
Treatment is directed toward preventing impending heart 
failure, cerebral damage, or ureemia—the results of renal 
dysfunction, especially the electrolyte imbalance. Con- 
servative treatment of these patients is often followed by 
gratifying results. The artificial kidney may be used on 
the seventh or eighth day in cases in which there are 
no signs of spontaneous recovery. 

J. A. Stewart DoRRANCE 


Respiratory Stimulants. 


GrauaM, J. D. P.: Practirioner, 169: 185, 
1952. 


A clear airway is essential to life. Artificial respiration 
with the administration of oxygen or air is generally 
sufficient to restore breathing in asphyxial and anoxic 
emergencies without the use of drugs. Carbon dioxide 
powerfully reinforces the restorative effects of oxvgen 
and hastens the elimination of carbon monoxide. There 
is, however, no point in using CO, if hyperncea may 
be or blood CO, is likely to be high already. If the de- 
pressed state is the terminal phase of illness stimulants 
are of little value. They do not prolong life significantly 
and gives no ease, but on occasion their use is justified 
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in order to enable a patient to accomplish some final act. 
Methedrine has a most potent action on circulation; 
leptazol on respiration. For cardiac dyspnoea, amino- 
phylline; and for asphyxia neonatorum with circulatory 
failure a clear airway, warmth, and oxygen, with peri- 
pheral stimulation to encourage breathing, and added 
carbon dioxide to improve it once begun, are preferable 
to other measures. In asphyxial cyanosed babies clear- 
ance of the mucus and oxygen by a nasal catheter may 
be supplemented. The clearest indication for the use of 
analeptics is in counteracting depressed states due to 
drugs. If the condition is mild, caffeine or nikethamide 
may succeed; if severe, leptazol with amphetamine or 
even picrotoxin may be tried. 

Other measures such as administration of oxygen, 
gastric lavage, warmth, penicillin to prevent infection, 
and an intravenous saline drip to promote excretion are 
more important than the choice and amount of stimulant 
given. Adequate ventilation is of paramount importance. 
If necessary the patient should be placed in a respirator. 
The question of renal and liver damage delaying the 
detoxification and excretion of barbiturates, of synergism 
between hypnotics and between antidotes, and the para- 
mount necessity of cases of avoiding overstimulation 
with the convulsant drugs, render the management of 
cases of hypnotic poisoning a task best undertaaken in 
hospital. Delay in instituting treatment should be 
avoided. J. A. Stewart DorrANCE 


SURGERY 


The Surgical Problem Presented by Peptic 
Ulcer of the Stomach and Duodenum in 
Infancy and Childhood. 


MCALEsE, J. J. AND SIEBER, W. K.: ANN. SURG., 
137: 334, 1953. 


At the Children’s Hospital of Pittsburgh, 13 cases of 
duodenal ulcer and 3 cases of gastric ulcer have oc- 
curred in 65,000 admissions during 14 years. The gastric 
ulcers were seen in patients who had severe associated 
diseases, but only 4 of the duodenal ulcers had such 
relationship. 

A review of these cases resulted in several observa- 
tions and conclusions. Gastric analyses had little value 
in childhood. All ages are represented. The diagnosis 
was made by roentgenogram in 10 cases, by autopsy in 
4 cases and at operation in 2 cases. Two of the five pa- 
tients who had a gastroenterostomy developed marginal 
ulcers and one had a gastrectomy for obstruction and 
hemorrhage 4 years later. Four patients died without 
definitive surgery. Burns PLEWES 


Further Experiences with ee for 
Intracardiac Surgery in Monkeys 
and Groundhogs. 


BicELow, W. G. anp McBirenig, J. E.: ANN. 
Surc., 137: 361, 1953. 


It is possible to reduce the body temperature of 
monkeys to 16 or 19° C., exclude the heart from the 
circulation for from 15 to 24 minutes, and expect re- 
covery. In groundhogs the temperature may be reduced 
to 3 to 5° C. and the heart operated upon for one to 
two hours. Hibernation is being studied for it seems 
that greater knowledge may yield advances in this field. 

Burns PLEWES 


Modern Trends in Biliary Surgery. 
Love, R. J. M.: Brrr. J. Surc., 40: 214, 1952. 


Dissection of the gall bladder with diathermy is ad- 
vocated because drainage is unnecessary, postoperative 
breathing is unimpeded and chest complications are less 
common. Pulmonary embolism is lessened by supporting 
the heels on the operating table so that the calves are 
raised from the table. Papaverine is kept ready in a 





82 ABSTRACTS 





sterile syringe on each ward to be given by the nurse 
immediately to any patient who has sudden dyspnoea or 
severe collapse. Sulfonamide powder is left in the peri- 
toneal cavity before closing whenever infected bile may 
have been spilled. Cholangiography on the operating table 
is recommended. A _ sphincterotome for dividing the 
spastic or fibrous sphincter of Oddi is described. 

The 15% of patients who are not relieved by chole- 
cystectomy are discussed. Errors of diagnosis occur in 
cases of hiatus hernia, duodenal ulcer and undescended 
appendix. Spasm of the sphincter of Oddi due to resi- 
dual infection in the biliary system may necessitate an- 
other exploration. The importance of the cystic duct 
remnant as a site of residual infection and stone is 
discussed. Pancreatitis is a real complication but dys- 
kinesia is discounted. Sudden decompression of the 
biliary system especially in carcinoma of the pancreas 
may lead to liver failure. A method of gradual decom- 
pression is described to lessen this risk. 

Burns PLEWES 


End Results in the Treatment of Malignant 
Melanoma. 


Pack, G. T., GERBER, D. M. AND SCHARNAGEL, 
I. M.: ANN. Surc., 136: 905, 1952. 


From 1917 to 1950, 1,190 cases of malignant melanoma 
were treated and followed. All were confirmed histo- 
logically. There were two groups of patients as to follow- 
up. The indeterminate, who were lost within 5 years, who 
refused treatment or who died of other unrelated causes; 
and the determinate, who are reported here (80%). 
Of 957 determinate cases, 381 are living (32.0%). Of 
the 744 patients treated in the period 1917-1945, 575 
are in the determinate group, and 123 are free of evi- 
dence of recurrence of melanoma after 5 vears (21.4%). 
The percentage of 5 year definitive cures has increased 
steadily over the years from 10.0 to 26.0%. The location 
of the primary tumour shows great influence on the five 
year cure rate. Poor survival rate is reported when the 
primary is unknown and in anorectal, oronasal and trunk 
sites. High survival rates are found in subungual and 
palm primaries. Thus wide excision, such as amputation 
of a digit, gives better end results. 

Malignant melanoma appears equally as to sex, and 
there is no difference in survival rate according to age 
after 30. Of the cases. seen 73.3% were labelled as 
operable. Those who were treated a month or more 
after the first visit showed less than half the survival 
rate compared to those who were treated immediately. 
The best chance of cure is in the first excision. Surgical 
excision is the best chance for cure and x-ray and 
radium is not used for primary therapy. The 5 year cure 
rate in patients with metastases was 14%, without 
metastases 40%. It appears that only 40% have not 
metastasized by blood stream when first seen. 

The importance of obtaining proper surgical treatment 
of melanoma without delay cannot be over-emphasized. 

Burns PLEWES 


OBSTETRICS AND GYNASCOLOGY 


Use of Intravenous Ergometrine to Prevent 
Post-Partum Hemorrhage. 


Martin, J. D. AND DuMOULIN, J. G.: Brit. M. 
J., 1: 643, 1953. 


Intravenous ergometrine, 0.5 mgm. was given to 1,000 
patients in the second stage of labour with the crowning 
of the fetal head. The results were compared with 1,000 
control cases. 

The use of ergometrine has shown (1) a reduction 
in the primary post-partum hemorrhage rate from 13.1 
to 1.2%. This is significant at the 0.1% level; (2) a re- 
duction in the amount of post-partum anemia; (3) a 
shortening of the third state of labour; (4) a significant 
increase in the rate of manual removal of the placenta 
from 1.1 to 3%. Ross MITCHELL 


Canad. M. A. J. 
July 1953, vol. 69 


The Treatment of Monilial Vaginitis with 
Caprylic Acid. 


Reicu, W. J., Necurow, M. J., Kurzon, A. M., 
SuBoTtnik, N. AND Rercu, J. B.: AM. J. Ost. 
AND GyNneEc., 65: 180, 1953. 


Many a patient who is unfortunate enough to be af- 
flicted with this disease makes the rounds ot doctors and 
frequently resolves into an “incurable” left to live with 
her miserable symptoms. The multiplicity of agents listed 
for treatment underlines their therapeutic inadequacy. 
The advent of modern antibiotic therapy appears to be 
the most important factor contributing to the increasing 
incidence ot monilial infections. 

Eight hundred ninety-seven women complaining of a 
vaginal discharge were screened for moniliasis. This 
number provided 124 positive cases established by 
laboratory culture, or 13.8% of the patients with symp- 
toms. Seventeen patients were pregnant. The following 
treatment was instituted in all cases and completely 
followed through in 93, including the 17 pregnant pa- 
tients: (1) The vagina was thoroughly washed an 
cleaned with a dilute solution of sodium caprylate. This 
solution was prepared by mixing one part of sodium 
caprylate with three parts of water. The vagina was 
allowed to dry thoroughly. (2) With a speculum in 
place, the cervix and wale of the vagina were coated 
with a thin layer of the powdered torm applied by 
insufflation using a plastic squeeze container. By rotat- 
ing the speculum the entire vaginal mucosa was covered. 
(3) The vaginal cream was then deposited in the 
posterior fornix by an ordinary vaginal applicator. The 
speculum was removed and a similar amount of cream 
applied to the labia and vulva, with gentle rubbing to 
cover the entire area. (4) The patients were instructed 
to douche nightly beginning one day after each office 
visit (the douche was prepared by adding two table- 
spoonfuls of sodium caprylate solution, 20%, to one 
quart of warm water). Following the nightly douche the 
patient deposited the cream in the vaginal vault. (5) 
This treatment was carried out twice weekly and con- 
tinued at home the remaining five nights of the week. 
Menses were no contraindication to therapy. 

A “cure” was dependent upon the recovery of three 
consecutive negative cultures. No douches were taken 
twenty-four hours prior to culture. Rapid symptomatic 
relief followed in all but four women subsequent to the 
initial treatment. Within three to five days the vaginal 
discharge was markedly decreased in amount, assuming 
a_more fluid character, and the pruritus was invariably 
relieved. All seventeen pregnant patients with moniliasis 
were cured. The most serious obstacle to a successful 
outcome in this disease was encountered in those patients 
who gave a history of previous antibiotic therapy. How- 
ever, after five weeks of therapy, 86% of all patients 
were cured clinically, as well as by laboratory standards. 
Caprylic acid was found to possess not only marked 
fungistatic and fungicidal action but also offered the 
advantage of ready penetration of the epithelial layers, 
and of a considerable bacteriostatic effect on staphy- 


lococcus aureus and beta hemolytic streptococci. 
B. L. FRANK 


PAEDIATRICS 


The Diagnosis and Management of Congenital 
Hypertrophic Pyloric Stenosis. 


RHEINLANDER, H. F. AND SWENSON, O.: J. 
PepiaT., 41: 314, 1952. 


A review of 100 consecutive cases of congenital hyper- 
trophic pyloric stenosis over a 6 year period revealed 
that the diagnosis may be made by palpation of the 
tumour in 90% of patients. Severe dehydration, electro- 
lyte disturbances, and malnutrition are rarely seen now- 
adays in these patients, but when such do occur fluid 
and electrolyte administration rapidly prepare the pa- 
tient for operative correction of the condition. The 
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etiology still remains unknown. The average age of the 
patients in this study was 6 months, with a M/F ratio of 
3.6/1. The duration of symptoms averaged slightly over 
2 weeks. Vomiting (projectile in every patient) and 
failure to gain, or actual loss of weight, were the chief 
causes of admission to hospital. The examination of the 
abdomen should be made when the child is eating or 
after vomiting, when the abdominal wall is relaxed. The 
examiner stands to the left of the patient, the index and 
third finger of the left hand should be placed upon the 
abdominal wall over the right rectus muscle above the 
umbilicus. Palpation should be downward through the 
rectus muscle to compress the tumour against the 
posterior abdominal wall. Patients without a palpable 
tumour but with a typical history are diagnosed by 
roentgenograms following a barium meal. There is nar- 
rowing and elongation of the pyloric canal. Retention of 
large amounts of barium 3 to 4 hours after examination 
is suggestive, but not diagnostic of this condition. 
Electrolyte balance is necessary before operative correc- 
tion may be contemplated. By intravenous administration 
equal volumes of normal saline and 5% dextrose in 
water, 40 to 50 ml./lb. body weight/24 hours, are given 
until the child is hydrated and in electrolyte balance. 

Early surgery is the treatment of choice for congenital 
hypertrophic pyloric stenosis, using the Fredet-Ramstedt 
operation of cutting the Leosenatied pyloric muscle as 
far as the mucosa. Ether is the anesthetic of choice, 
administered by the open mask method with a stream of 
oxygen under the mask. Postoperative management is to 
give 30 ml. of 5% dextrose solution by mouth when 
peristalsis is audible (4 to 6 hours). If this is tolerated 
for 12 hours the baby is given 30 ml. of milk formula 
every two hours, increasing the amount so that bv the 
end of 48 hours postoperatively a full formula is being 
taken. J. A. Stewart DorrRANCE 


Hzmatogenous Osteitis of Infancy. 


DeENNISON, W. M. AND MacPuerson, D. A.: 
Arcu. Dis. Cuip., 27: 375, 1952. 


Osteitis in infancy differs from that occurring in older 
children. The disease as it affects children under the age 
of 2 years falls into 2 groups: (1) streptococcal osteitis of 
infancy; (2) osteitis of the newborn. In both types joint 
infection is common but sequestrum formation is rare. 
Poorly timed surgical intervention may jeopardize a 
child’s life Streptococcal osteitis of infancy is generally 
a mild disease. Osteitis of the newborn appears in a 
benign and in a severe form. The infection is usually 
staphylococcal. In 102 patients with acute osteitis over 
the age of 2 years, there has been only one penicillin- 
resistant infection. In 17 cases of staphylococcal osteitis 
in the neonatal group the organism has been resistant 
to penicillin in 10 cases. Seven cases of neonatal osteitis 
of the severe type are reported by the authors. The treat- 
ment of staphylococcal arthritis by aspiration and in- 
st‘llation of penicillin gives satisfactory results when the 
organism is sensitive to penicillin. Streptomycin or the 
intravenous dosage of aureomycin may give equally good 
results when the organism is penicillin-resistant. It is 
suggested that in the treatment of osteitis with aureomy- 
cin and chloramphenicol the course should be longer 
than is usually recommended. In the severe form of 
neonatal osteitis the diagnosis is rarely made before 
irreversible bone damage has taken place. Although the 
mortality is now low, the morbidity is still high. 

J. A. Stewart DorRANCE 


Evidence of Post-natal Environmental Influence 
in the Etiology of Infantile Pyloric Stenosis. 


‘McKeown, T., MacManon, B. AND REcorpD, 
R. G.: Arcu. Dis. Cutip., 27: 386, 1952. ° 


The authors present evidence of post-natal environmental 
influence in the etiology of pyloric stenosis, as provided 
by an investigation and study of 1,059 patients treated 
during a 10 year period. Immediately after birth the 
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disease is equally common in all birth rank, but the 
incidence in first births rises sharply in the third and 
fourth weeks and remains raised relative to later births 
in all subsequent weeks examined. The percentage of 
first born among children whose symptoms appeared 
within 2 weeks of birth was 43.0, much lower than 
among children whose symptoms began after the first 
2 weeks (54.4). The onset of symptoms is earlier in 
domiciliary than in hospital births. Thus, symptoms ap- 
peared within 3 weeks of birth in 46.6% of children born 
at home, and in 31.3% of children born in hospital. This 
difference is not explained by differences in parity com- 
position of hospital and domiciliary births, and is even 
greatér when first births are considered separately. 

J. A. Stewart DoRRANCE 


THERAPEUTICS 


Heparin Therapy of Severe Coronary 
Atherosclerosis, with Observations of Its 
Effect on Angina Pectoris, the Two-Step 
Electrocardiogram and the Ballistocardiogram. 


ENGELBERG, H.: Am. J. M. Sc., 224: 5: 487, 
1952. 


For some years now, evidence has been accumulating 
which suggests that heparin plays a part in fat meta- 
bolism, at least in its serum transport phase. In dogs, 
heparin was shown to prevent alimentary lipemia and 
this observation was also confirmed in rabbits, cats and 
humans. The ultracentrifugal method of serum lipopro- 
tein analysis developed by Gofman and his associates 
served to show that plasma lipids are carried in the form 
of lipoproteins of varying molecular size and that only 
specific classes of lipoproteins, the S 12-100 classes, 


are associated with atherosclerosis in humans and in 
cholesterol-fed animals. Following an_ injection of 
heparin, there is a shift of serum liproproteins from 
the larger atherogenic classes to the smaller non-athero- 
genic classes. Thus, the lipoprotein spectrum is altered 
by heparin in the direction of normality. 

Twenty-nine patients with severe angina were treated 
with heparin for a period of six to twelve months. In 
view of the variability of angina pectoris only cases were 
included in whom angina was over one year in duration, 
where the clinical picture was fairly constant and where 
the patient seemed reliable. The patients had previously 
been treated by the standard methods, including fat 
reduction, sedation, vasodilating drugs and had shown 
little or no response. Heparin was the only additional 
therapeutic agent given. No dietary changes were made. 
Heparin was given in doses of 25 to 100 mgm. intra- 
venously or intramuscularly twice weekly. As the study 
progressed, the 100 mgm. dose intravenously was used 
exclusively, since the best clinical results and the greatest 
effect upon the large lipoprotein molecules were ob- 
tained with the larger amount of heparin, and the intra- 
venous route caused no pain. Small needles, Nos. 25 or 
26, were used to minimize leakage of blood from the 
site of venipuncture. In view of the fact that when a 
potent therapeutic agent is given first, the patient may 
be made suggestible to subsequent placebo medication, 
it was thought wiser to use placebos initially, thus elimi- 
nating those suggestible individuals who respond to 
placebos, and then heparin was given to the remaining 
less suggestible patients. 

It was found that heparin reduced the incidence of 
anginal attacks in 55% of the cases with severe coronary 
atherosclerosis who had not responded to previous 
therapy. Additional evidence that relief of angina follow- 
ing heparin was not due to suggestion, was the fact 
that several patients, who observed amelioration of effort 
pain, had no relief of angina following emotional stress 
or cold weather. The effect of heparin is probably not 
due to its anticoagulant or to its vasodilator actions. It 
is probable that the effect of heparin on the serum lipo- 
proteins bears some relationship to its action upon the 
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manifestations of coronary atherosclerosis. Improvement 
in angina or the ballistocardiogram, when it ocurrs, was 
seen within six hours after a dose of heparin. There were 
no dangerous side reactions. B. L. FRANK 


Experiences with Intravenous Iron in the 
Treatment of Iron-deficiency Anzemia. 


Murpny, R. A.: Univ. Micu. Men. Butt., 18: 
337, 1952. 


The introduction of a relatively safe intravenous iron 
preparation has added another method of treatment in 
iron-deficiency states where oral iron has not been 
successful or has been poorly tolerated. 

Intravenous iron is most satisfactorily employed in the 
patient who fails to absorb iron because of surgical 
absence of portions of the stomach and small intestine. 
Other indications for intravenous iron include hypo- 
chromic microcytic anzemia following chronic blood loss, 
e.g., gastrointestinal or excessive uterine bleeding, where 
patients have refused to take adequate doses of oral iron 
preparations, or have not obtained a satisfactory re- 
sponse to prolonged treatment. In the iron-deficiency 
anzmia of pregnancy, both fetal and maternal iron 
stores may be replenished rapidly by the use of intra- 
venous iron in the last trimester of pregnancy, where 
oral iron therapy has been unsuccessful or has not been 
carried out earlier in the pregnancy. The number of 
candidates for therapy with parenteral iron is limited 
because of the usual effectiveness of properly admin- 
istered oral iron. . 

Saccharated iron oxide has been shown to be a safe, 
stable preparation with relatively few side-effects. Pain 
at the site of the injection and along the course of the 
vein is a frequent complaint, and thrombophlebitis has 
occurred, although rarely. A transient feeling of heat, 
flushing of the face, and a sense of substernal oppression 
have also been noted. Generalized or true anaphylactic 
reactions are exceedingly rare, and there are no published 
reports of deaths attributable to the use of saccharated 
iron oxide. In the great majority of cases, no toxic re- 
actions are experienced. Injection should be carried out 
slowly over a period of about five minutes. 

_ Saccharated iron oxide is not a compound to be given 
indiscriminately. A thorough trial of oral iron, 0.6 gm. 
ferrous sulphate enteric coated, three times daily after 
meals, for at least 30 days should be carried out before 
it is decided to use parenteral iron. B. L. FRANK 


RADIOLOGY 


Smoking and Pulmonary Carcinoma. 


Koutumies, M.: Acta Radiologica, 39: 3: 255, 
1953: 


The increased incidence of pulmonary carcinoma 
registered in the last few years has aroused interest in 
the possible factors affecting its genesis. Intensive studies 
have also been made of the possible role of smoking in 
cancer of the lung. The cancer-producing quality of 
tobacco tar has been investigated and its accumulation 
in the respiratory tract is most pronounced in the regions 
where cancer growths are generally situated in man. S. 
Mustakallio ascertained in 1944 that patients with cancer 
of the throat were almost without exception smokers. 
Statistics published during the last few years in dif- 
ferent countries on the smoking habits of patients 
suffering from pulmonary carcinoma or cancer of the 
respiratory tract generally indicate with increasing clear- 
ness association with the smoking habit. 

The author’s material covers a period of 16 years at 
the Central Institute of Radiotherapy of the University 
of Helsinki, Finland. The investigation comprises 351 
pulmonary carcinoma patients in whom the diagnosis 
was confirmed histologically and 494 patients with 
pulmonary carcinoma not verified by biopsy but who by 
the clinical picture, roentgen examination, bronchoscopy 





Canad. M. A. J. 
July 1953, vol. 69 


findings or operation were deemed to have pulmonary 
carcinoma. The control material consists of 315 patients. 
The conclusions refer principally to men and _ the 
—o carcinoma patients are 99.5% smokers who 

ave smoked heavily for decades. In comparison with the 
control material they started smoking younger—often in 
childhood—and have smoked continuously for about 40 
years, an average of 8 to 10 years longer than the pa- 
tients free from cancer. 

The patients with pulmonary carcinoma were almost 
all cigarette smokers and so-called “smoker’s cough” 
was present in 88%. 

A number of excellent statistical tables are included. 
This is a very interesting report on the problem and it 
records data from another part of the world. 

CHARLES E, VAUGHAN 


INDUSTRIAL MEDICINE 


Cutting-Oil Dermatitis. 


Morris, G. E. AND MALoor, C. C.: INbust. 
MeEp., 21: 573, 1952. 


The experiments reported in this article have furnished 
adequate proof that the first and most important reason 
why so many cases of cutting-oil dermatitis have con- 
tinued to prevail, is that the cleansing agents used by 
industrial workers have failed to remove the oils from 
the skin. 

After indicating the known facts regarding cutting-oil . 
dermatitis as agreed upon by previous investigators, the 
authors describe their attempt to determine whether 
the cutting oils are actually being removed from the skin. 
By rubbing cutting oil with fluorescent properties, on to 
the forearm, and then washing off, 52 different cleansing 
agents were tested. In every case subsequent examina- 
tion of the skin under filtered ultra-violet light showed 
clearly that the fluorescent oil had not been removed 
completely. Supposedly clean wipe rags furnished by _in- 
dustrial plants to their workmen were also established 
as being hitherto unsuspected causes of oil eruptions. 
Reference is made also to inadequate protection against 
splattering of oil as another causative factor. 

It follows from this study of oil folliculitis and oil 
dermatitis that ordinary acne, pimples and blackheads 
occurring on skin of “teen-agers could be successfully 
treated by use of an efficient cleanser which could be 
counted on to remove the natural oils causing the trouble 
without burning the skin. That blackheads are due to 
dirt is a fallacy commonly believed; they are nothing 
but hardened human oil. 

This disclosure of present-day inability to properly 
clean the skin has led the authors to study other occupa- 
tional dermatoses with a view to discovering how many 
of the industrial chemicals actually are being removed 
from the skin. Marcaret H. WILTON 


Industrial Psychiatry—Five-Year Plant 
Experience. 


Gorvon, G.: Inpust. Mep., 21: 585, 1952. 


In the author’s opinion the chief function of the 
industrial psychiatrist is to make a diagnosis of the 
emotionally sick employee and give medical support to 
management for what is at present an unpopular course 
of action. It is his contention that requiring a patient to 
meet his responsibilities regardless of the symptoms of 
his psychosomatic ills, creates no hazard to his physical 
health compared to the very real danger to his mental 
health where his symptoms permit him to evade his 
obligations. 

This contention was borne out by the findings of an 
experimental psychiatric investigation carried out in a 
large chemical plant where 7% of the plant personnel 
were seen in psychiatric consultation. A review of. their 
records and other data which could be gathered dis- 
closed considerable information in connection with 
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mental illness and measures for its treatment and pre- 
vention. It showed that: (1) The psychiatric problem 
existing in industry involves at least a quarter of the 
working force. (2) The emotionally ill employee does 
not differ superficially from the average normal one but 
he causes an excessive number of injuries, absenteeism 
and personnel relations problems. (3) Contrary to com- 
mon belief, he is not being made sick by bad heredity, 
by material insecurity, by greater responsibility or world 
tension; the real cause is that he is not being required 
to behave properly and probably never was. (4) The 
sickest individuals seen are those who have had the most 
done for them. Many well-intended efforts have been 
made in the past but it is evident that the former policy 
of appeasement and efforts to remove the individual 
from the stresses and strains of life, has not been suc- 
cessful. The daily dispensary records on these patients 
revealed also the utter futility of symptomatic treatment. 
(5) By requiring normal performance, management and 
supervision can successfully rehabilitate many emotion- 
ally sick employees. In the plant under observation, the 
standard corrective practice required these employees 
to return to full regular duty at the same job, unless 
serious organic contraindications were present. (6) It is 
possible early to identify the potential problem em- 
ployee by properly conttaltiing and correlating pertinent 
ata. 

The author feels that the improvement noted in this 
plant indicates the direction to follow and that this 
study has opened up many avenues for future explora- 
tion. Marcaret H. Witton 





FORTHCOMING MEETINGS 


CANADA 


INTERNATIONAL PHysIOLOGICAL CoNGREss, 19th Con- 
gress, Montreal, Canada (Miss MacCallum, Donner 
Bldg., McGill University, Montreal), September 1-5, 
1958, 


INTERNATIONAL CONFERENCE ON ALCOHOL AND ROAD 
TraFFic, Second Conference, Hart House, University of 
Toronto, Toronto, Ontario. (H. David Archibald, Secre- 
tary, 9 Bedford Road, Toronto 5) September 9-12, 1953. 


British CoLtumBiA Drvision, C.M.A., Annual Meeting, 
Vancouver, B.C. (Dr. G. Gordon Ferguson, Exec. 
Secretary, 1807 West 10th Ave., Vancouver, B.C.) Sep- 
tember 21-25, 1953. 


CANADIAN Pusiic HEALTH ASSOCIATION, 4lst Annual 
Meeting, Royal York Hotel, Toronto. (C.P.H.A., 150 
College St., Toronto 5) October 1-2, 1953. 


ConcrEss OF ANASTHETISTS, 28th Annual Congress, 
Chateau Frontenac, Quebec, P.Q., (Laurette McMechan, 
Assistant Executive Secretary, 318 Hotel Westlake, 
Rocky River 16, Ohio) October 26-29, 1953. 


UNITED STATES 


TUBERCULOSIS SYMPOSIUM FOR GENERAL PRACTITIONERS, 
Saranac Lake, N.Y. (P.O. Box 707, Saranac Lake, N.Y.) 
July 13-17, 1953. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALO- 
GRAPHY AND CLINICAL NEUROPHYSIOLOGY, Boston, Mass. 
(Dr. R. S. Schwab, Secretary-General, Mass. General 
Hospital, Boston 14, Mass.) August 18-21, 1953. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE AND RE- 
HABILITATION, 3lst Annual Scientific and Clinical Session, 
The Palmer House, Chicago, Ill. (Executive Offices, 30 
ay Michigan Ave., Chicago 2) August 31-September 
4, 1953. 
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AMERICAN MEDICAL WRITERS ASSOCIATION, 10th Annual 

Meeting, Springfield, Ill. (Dr. Harold Swanberg, Secre- 

cae, — W. C. U. Bldg., Quincy, Ill.) September 
a ; 


NATIONAL (GASTROENTEROLOGICAL ASSOCIATION, 18th 
Annual Convention, Los Angeles, Calif. (Dr. Samuel 
Weiss, 146 Central Park West, New York 23, N.Y.) 
October 12-14, 1958. 


OTHER COUNTRIES 


PaN AMERICAN CONGRESS OF THE MEDICAL PREss, 
Buenos Aires, Argentine (Secretaria del Congress, 763 
Uriburu, Buenos Aires, Argentine) July 12-16, 1953. 


British MEpicaL AssociaATION, Cardiff, S. Wales (Dr. 
A. MacCrae, Secretary, B.M.A. House, Tavistock Square, 
London W. C. 1, England) July 13-17, 1953. 


INTERNATIONAL CONGRESS OF Rapi0-BioLocy, Copen- 
hagen, Denmark (Prof. F. Norgaard, Secretary General, 
a — 10, Copenhagen K, Denmark) July 


INTERNATIONAL FEDERATION OF Hospira.s, Congress, 
Brussels, Belgium (Capt. J. E. Stone, 10 Old Jewry, 
London, E.C.2, England) July 15-21, 1953. 


‘ INTERNATIONAL CONGRESS OF RapIioLocy, 7th Congress, 


Cee, Denmark (Prof. F. Norgaard, 10 Oster 
Voldgade, Copenhagen K), July 19-25, 1953. 


INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, 
First Congress, London, England (Mr. W. R. Le Fanu, 
Chairman, c/o London School of Hygiene and Tropical 
Medicine, Keppel St., London, W.C.1), July 20-25, 1953. 


INTERNATIONAL CONGRESS FOR History OF SCIENCE, 
Jerusalem, Israel (Prof. F. S. Bodenheimer, President, 
Hebrew University, Jerusalem, Israel) August 3-7, 1953. 


Wor.Lp CONFERENCE ON MEDICAL EpucaTION, British 
Medical Association House, Tavistock Square, W.C.1, 
London, England (Dr. Louis H. Bauer, The World 
Medical Association, 2 East 103rd St., New York 29, 
N.Y.) August 24-29, 1953. 


INTERNATIONAL CONGRESS OF TROPICAL MEDICINE AND 
Ma.aaria, Istanbul, Turkey (Prof. Dr. Ihsan Siikrii Aksel, 
General Secretary, Tunel Meydam, Beyoglu, Istanbul, 
Turkey) August 28-September 4, 1953. 


Wortp MepicaL AssociATION, 7th General Assembly, 
The Hague, Amsterdam, Holland (Dr. Louis H. Bauer, 
Secretary-General, 2 East 103rd St., New York 29, N.Y.) 
August 31-September 6, 1953. 


INTERNATIONAL CONGRESS OF MicroBioLocy, 6th Con- 
ess, Rome, a (Dr. N. E. Gibbons, Secretary, Cana- 
ian Society of Microbiology, Division of Applied 

Biology, National Research Council, Ottawa 2, Ont.) 

September 6-12, 1953. 


WorLD CONFEDERATION FOR PHYSICAL THERAPY, lst 
Congress, London, England (Miss M. J. Neilson, Secre- 
tary, Chartered Society of Physiotherapy, South Tavistock 
—* London, W.C.1, England) September 7-12, 
1953. 


INTERNATIONAL SOCIETY OF SURGERY, CONGRESS, Lisbon, 
Portugal. (Dr. L. Dejardin, General Secretary, rue 
Belliard, Brussels, Belgium) September 14-20, 1953. 


INTERNATIONAL CONGRESS OF PzzpIATRICS, Havana, Cuba 
(Prof. Felix Hurtado, President, 5a Avenue 124, Miramar, 
Havana, Cuba) October 12-17, 1953. 
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ALBERTA 


Dr. S. M. Schmaltz, President-elect of the Alberta 
Division of the C.M.A. visited the medical societies in 
Alberta during the month of May. With Dr. Schmaltz 
were the following members: Dr. D. N. MacCharles of 
Medicine Hat; Dr. G. S. Gray of Lethbridge; Dr. F. H. 
Coppock, President of the C.P.& S. of Alberta, and Dr. 
Wm. Bramley-Moore, the Secretary of the College. 

Dr. Coppock spoke on some of the problems and 
attainments of the College. Dr. MacCharles gave a paper 
on gall-bladder surgery and Dr. Gray presented a paper 
on “Tobacco in Medicine”. 


The Alberta Medical Convention will be held in 
Edmonton September 28 to October 1 inclusive. Dr. R. 
Kenneth Thomson is Chairman of the program com- 
mittee, Dr. James Calder is Chairman of the Art Exhibit. 
It is desired that as many doctors contribute to this 
exhibit by getting in touch with Dr. Calder. 


New wings have been added to the Provost, and 
Rocky Mountain House Hospitals. These hospitals are 
staffed by very capable physicians and surgeons and are 
a great asset to the community which they serve. 


W. CARLETON WHITESIDE ‘ 


MANITOBA 


The new home of Manitoba Medical Service on 
Osborne Street North was formally opened on the even- 
ing of May 11 by his Honour Lieut.-Governor R. F. 
McWilliams. Dr. P. H. McNulty, Chairman of the Board 
of Directors presided. Later in the evening Mr. W. G. 
Malcom, contractor for the building, presented Dr. 
McNulty with a silver spade because the doctor had 
turned the first sod. The building will cost $350,000 
and the equipment about $50,000. A large number of 
visitors were shown over the three floors of the building 
and admired the furnishings, particularly the intricate 
I.B.M. calculators. Extensive use of glass tile makes for 
brightness and careful planning for the needs of the 
institution is evident. Ross MITCHELL 





NEW BRUNSWICK 





The North Shore Clinical Session was held in the 
New Florence Hotel, Campbellton, Wednesday, May 13 
and was sponsored by the Postgraduate Department of 
Dalhousie University and the New Brunswick Medical 
Society. 


Dr. C. E. Kinley, Associate Professor of Surgery of 
Dalhousie University, spoke on “Diverticulosis, Polypi 
and Related Conditions of Colon and Rectum”. Dr. 
Gordon Mack, Assistant Professor of Urology, Dalhousie 
University, gave a paper on “Recent Advances in 
Urology”. These afternoon addresses were followed by 
dinner and in the evening, a panel discussion on “Ab- 
dominal Trauma and Emergencies” was led by Drs. 
Kinley and Mack, asisted by local physicians. 


Dr. J. A. Finley is in Boston on a refresher course 
on Peripheral Vascular Surgery. 


Dr. Otty Evans continues in hospital in Saint John 
as a patient. Progress is slow but some degree of com- 
fort has been attained. ° 
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The physicians of York-Sunbury, Queens, Carleton, 
Victoria and Kings County Medical Societies met at the 
D-Coy Inn, near Fredericton to hear papers by Dr. 
Gordon Mack of Halifax and Dr. J. K. Sullivan of Saint 
John. Part of the program was devoted to a panel dis- 
cussion on “Urological Conditions in General Practice”. 
This meeting was held on May 14. It is the understand- 
ing of the writer that both the intellectual and culinary 
fare at dinner were of a very high standard. 


Dr. Lionel Guravich of Saint John is a patient at the 
General Hospital suffering from acute rheumatoid 
arthritis. He is still quite ill. 


Dr. Arthur Bird is spending some weeks at the Boston 
City Hospital and elsewhere doing special work on 
hematology. 


A Federal health grant of $176,000 has been approved 
towards part of the cost of a building program of Saint 
Joseph’s Hospital at Saint John. 


Dr. A. B. Walter, Chief of Medicine at D.V.A. Hos- 
pital at Lancaster, New Brunswick, is at present on an 
advanced study of Cardiology at Boston. 


Dr. J. A. Melanson, Chief Medical Officer of the New 
Brunswick Department of Health, was chairman of a 
program arranged by Dr. G. E. Maddison, Director of 
Tuberculosis control of New Brunswick, held at River- 
glade to review the year’s work on tuberculosis and to 
hear papers by specialists in various branches of the 
treatment of this disease. Dr. C. W. Kelly and his staff 
at the Jordan Sanitarium were hosts. Speakers included 
Dr. E. W. Ewart, Surgical consultant at Moncton Tuber- 
culosis Hospital; Dr. A. Retfalvi of St. Basil; Dr. P. M. 
Knox of Moncton; Dr. G. E. Gauvin of St. Basil and 
Dr. R. R. Prosser, Director of Mental Health in New 
Brunswick. 


Dr. Lachlan MacPherson of Saint John Tuberculosis 
Hospital is confined to bed and it is unfortunate that his 
convalescence is expected to take some time. 


Dr. R. T. Hayes has been elected Chairman of the 
Saint John County Advisory Board of the Canadian 
National Institute of the Blind. 


Dr. Ralph Wills of Saint John won the Col. Murray 
MacLaren Memorial Award presented annually to the 
intern at the Saint John General Hospital who was 
judged to have shown the greatest advancement during 
his year’s stay at the Hospital. 


Dr. Stephen Weyman attended the American Academy 
of Pediatrics meeting in Boston. 


Dr. K. A. Baird of Saint John took part in the in- 
structional program of the American College of Allergy 
meeting in Chicago. 


Several prominent physicians and surgeons of New 
Brunswick Medical Centres are engaged in one of the 
greatest of Maritime Vernal: Refresher courses, ironing 
out ‘worries, restoring jangled nerves, improving their 
appetites and laying up conversational masterpieces to 
entertain any cornered listener, and they are doing all 
this in the best scenery and best streams in Canada. 
They are fishing. A. S. KirKLAND 
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NOVA SCOTIA 


A short surgical course was presented at Dalhousie 
University, April 20 to 24. Trauma, including soft tissue 
injuries and particularly fractures, featured and occupied 
approximately half the time in the five day sessions. It 
was given by the surgical staff of Dalhousie University 
with guest speakers who included Dr. R. I. Harris, Chief 
of Orthopedics at the Toronto General Hospital, Dr. 
Stanley Bagnall, Dean of Dentistry, Dalhousie University, 
Dr. R. B. Eaton, Moncton, N.B., and Dr. J. A. Mac- 
Millan, Charlotteown, P.E.I. 


Dr. J. L. McKelvey, Professor of Obstetrics and 
Gynecology, University of Minnesota visited Dalhousie 
University on May 4 and 5. During this time he took 
part in informal discussions and ward rounds. Dr. Mc- 
Kelvey also gave a lecture on “Cancer of the Pelvic 
Organs”. Gn May 6 Prof. McKelvey gave a lecture to 
the Cape Breton Medical Society in Sydney, N.S. 


Dr. Florence J. Murray, Dalhousie 719, is Assistant 
Superintendent at Severance Union Medical College 
Hospital, Seoul, Korea. This hospital and medical college 
opened one year ago and the first class graduated since 
the war went into the ROK army in a bode, getting their 
army orders at the graduation ceremony. The hospital 
plant was more than half destroyed in the war, much 
of the equipment lost, and the library looted. Generous 
” have helped replace some of the more urgent needs 

ut rehabilitation must await the coming of peace. 
Books and medical journals for the library are among 
the greatest needs at present. 


Dr. Fraser D. Mooney was elected president of the 
American College of Hospital Administrators at their 
last annual meeting. For the past 24 years he has been 
administrator of the Buffalo (N.Y.) General Hospital. 


Dr. Pearl Hopgood, M.D., Dal. ’20, has retired after 
30 years in connection with the Nova Scotia Hospital 
in Dartmouth where she has been Assistant Super- 
intendent since 1928. 


The Departments of Obstetrics and Gynecology and 
Pediatrics of Dalhousie University combined in present- 
ing a short course during the week of May 25 to 30. The 
course was designed to give practical assistance to gen- 
eral practitioners and to provide an opportunity for 
discussion of the recent advances and new material con- 
stantly being brought forward. The week was filled with 
lectures, demonstrations, ward walks and round table 
discussions and the registered doctors lived in the Grace 
Maternity Hospital where they were able to view all 
public cases. 


Dr. W. H. Robbins, M.D., C.M., 02, and Mrs. Rob- 
bins, formerly of New Glasgow, were recently honoured 
on the occasion of their Golden Wedding Anniversary. 
They now make their home in Wolfville, since Dr. 
Robbins retirement from active practice in 1948. 


The Dalhousie University Medical School Postgradu- 
ate Committee sponsored the following lectures held 
throughout the Maritime provinces during the months 
of April and May. 

April 17—Dr. J. F. Nicholson, at the Queens-Lunen- 
burg Medical Society, Bridgewater, N. S., “Psychiatric 
Conditions in General Practice”. 

April 29—Dr. R. L. Smith and Dr. Henry Ross, at 
Cumberland Medical Society, Amherst, N.S., “Some 
Diagnostic Problems in Infancy and Childhood”. 
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May 6—Dr. D. R. S. Howell, at Pictou County Medical 
Society, Pictou, N.S., “The Insulted Skin”: 


May 6 to 9—Dr. B. F. Miller, “Low Back Pain” and 
“Orthopedic Problems”. Visited Grand Falls and Corner- 
brook, Newfoundland and spoke to local groups on above 
subjects. 

May 18 to 15—Dr. C. E. Kinley, “Diverticulosis 
Polypi and Related Condition of Colon and Rectum”. At 
Charlottetown, P.E.I. and Campbellton, N.B. 


Dr. Gordon Mack, “Recent Advances in Urology”. At 
Campbellton and Fredericton, N.B. 


At evening meeting in Campbellton, Drs. Kinley and 
Mack participated in a most interesting “Surgical Discus- 
sion Period” with case presentations. C. M. Hartow 


ONTARIO 


Dr. Charles W. Harris was elected president of the 
Toronto Academy of Medicine at its forty-sixth annual 
meeting. Dr. R. Ian MacDonald was elected vice- 
president. 


The Canadian Life Insurance Officers’ Association has 
awarded fellowships in research to eleven Canadian 
doctors at seven universities. Dr. K. W. G. Brown, Uni- 
versity of Toronto, will study anti-coagulant therapy in 
thrombo-embolic disorders. At University of Western 
Ontario Dr. C. R. Engel will continue steroid research; 
Dr. J. W. Pearce will continue the study of experimental 
pulmonary neurovascular physiology and Dr. G. W. 
Manning will continue studies in cardioology. At Queen’s 
Dr. Sergio Benscome will work on the pathology of the 
kidneys, and Dr. George Mayer will study blood lipids 
in atherosclerosis. 


Other grants by the Canadian Life Insurance officers’ 
Association include one to the Hospital for Sick Children 
for $5,720 for work directed by Dr. H. W. Bain with the 
co-operation of Dr. T. G. H. Drake on the study of mal- 
nutrition in children who are unable to use the food they 
consume; another grant of $2,500 will go to Dr. W. 
T. Mustard for further development of his artificial heart 
machine. To the Banting and Best Department of medi- 
cal research goes $2,500 to continue a study on the 
process of aging, started in 1947. A grant of $6,000 will 
go to Dr. Edward Morgan and Dr. A. Rhodes for con- 
tinuance of their work on laryngo-tracheo bronchitis in 


children. 


The R. S. McLaughlin Foundation has granted 
travelling and research fellowships to 14 Canadian 
doctors for 1953-54 with extensions to four to others 
granted fellowships last year. Among the awards are: 
University of Toronto, Dr. J. S. Crawford, Western Hos- 
pital, one year in Europe for the study of physical medi- 
cine. Dr. W. J. Horsey, St. Michael’s Hospital, six 
months in Europe to complete his training in neuro- 
surgery. Dr. L. J. Mahoney, St. Michael’s Hospital, one 
year in Europe in the study of cancer surgery. Dr. R. H. 
Sheppard, Wellesley Hospital, one year in internal medi- 
cine at Peter Bent Brigham Hospital, Boston. Dr. J. K. 
Wilson, St. Michael’s Hospital, one year in internal 
medicine in England. 

Extensions of Fellowships awarded in 1952 have been 
granted to Dr. R. M. Bremner, Dr. J. H. Cookston, Dr. 
E. R. Yendt, all of the Department of Medicine, Toronto 
General Hospital and to Dr. W. R. Harris, Department of 
Surgery, Toronto General Hospital. Dr. Bremner is in 
England studying diseases of the skin; Dr. Crookston is 
in England engaged in clinical and experimental studies 
on the blood, Dr. Yendt is at Johns Hopkins Hospital 
engaged in clinical and research studies on metabolism 
and endocrinology. Dr. Harris who has been studying 
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orthopeedic surgery in Scandinavia and England returns 
to Toronto this tall to take up a 12 month research 
award, 


The late Dr. D. W. Crombie whose medical life was 
spent in tuberculosis work and who was superintendent 
ot the Beck Memorial Sanitarium from 1933 to 1950, left 
$60,000 to the London Health Association. The money 
is to be held as a trust fund to be known as the David 
Weisbrod Crombie Endowment Fund. The annual net 
income will be used for the Beck Memorial Sanitarium, 
preferably for medical research. 


Dr. C. H. Best spent a week recently as physician-in- 
chief at the Atlantic City Hospital. While there he was 
presented with the John Phillips Memorial Medal by the 
American College of Physicians and gave the Phillips 
memorial lecture. Dr. Best has been elected an honorary 
fellow of the Royal College of Physicians in Edinburgh 
“in recognition, in this coronation year, of your distin- 
guished services to medicine”. 


A study of 150 family groups is being made at the 
Hospital tor Sick Children to determine whether cerebral 
palsy may be an inherited condition. The federal govern- 
ment is providing $2,300 to finance the investigation. 
The work is being done by James R. Miller, research 
assistant in human genetics at the hospital, under the 
direction of Dr. Norma Ford Walker, director of hos- 
pital’s department of genetics. 

Co-operating with them are the hospital’s neurological 
‘division, the cerebral palsy department of the Children’s 
Hospital at Buffalo and the units of the Ontario Society 
for crippled children in London and Waterloo. 


Mr. C. L. Burton after his successful leadership of a 
$4,150,000 campaign for expansion and modernization 
of Woman’s College Hospital believes that changes in 
hospital management methods must be made. He sug- 
gested: (1) Establishment of a uniform accounting 
method for all publicly supported hospitals which per- 
mitted provision of adequate funds for obsolescence and 
replacement. (2) Preparation of exact and detailed plans 
of requirements before any public request for funds is 
made, with authority for the hospitals’ governing bodies 
to expend the necessary money for provision of those 
plans in advance. (3) Acceptance by local business 
leaders for the responsibility for wholly organizing the 
campaign, without employing a paid organization to 
spend unnecessary dollars. 

Too often, he believed, rough estimates were made 
of needed funds, an appeal was made, then followed a 
long period of nothing being done, during which build- 
ing costs soared. 


At the annual clinic day of the Essex County Medical 
Society Dr. I. Streatham spoke on “Chronic Cervicitis”’. 
He stressed the importance of obtaining a biopsy in 
every case before beginning treatment. Dr. George 
Fraser spoke on “The Coeliac Syndrome”. He classified 
cases as idiopathic, the starch intolerance type, abnormal 
mechanics of the intestine type, congenital cystic disease 
of the pancreas and infantile steatorrhoea. The basic fault 
is an inability to absorb fatty acids from the intestines. 

Dr. E. Butt spoke on “The Radiology of the Acute 
Abdomen”. He pointed out the importance of giving the 
radiologist the time of onset of symptoms and the sus- 
pected diagnosis. He discussed the signs present in 
intestinal obstruction, a dynamic ileus, peritonitis and 
ruptured viscus. 

Dr. C. Drake spoke on “Head Injury” also on “Diag- 


nosis and Management of Intracranial Disorders of Gen- 
eral Interest”. 
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Dr. Donald Graham spoke on “Drugs Currently used 
in Treatment of Rheumatoid Arthritis’. New drugs are 
no panacea and should be used as an adjunct to rest, 
avoidance of emotional fatigue, maintenance of adequate 
nutrition, treatment of intercurrent infections and physio- 
therapy. Drugs mentioned were gold salts, two-thirds to 
three-quarters of cases will be benefited, they are time 
consuming, expensive with toxic reactions which can be 
serious; cortisone or ACTH, practically all cases show 
benefit, disadvantages, they are expensive, effects only 
last during treatment and relapse may prove intractable, 
side effects are, Cushing syndrome, mental changes, 
thrombophlebitis, they may activate duodenal ulcer, may 
produce skeletal decalcification with fracture; hydro- 
cortisone injected locally is of use preoperatively but in 
ordinary cases there are too many small joints to inject 
all; butazolidene is a pain reliever but has severe toxic 
reactions; salicylates are still the drug of choice; vita- 
mins are used only when diet is inadequate; codeine has 
danger of habit formation. Transfusions are useful if 
anzmia is present, this is due to disease itself. 


Dr. D. Mills spoke on “Bacteriology in Clinical Prac- 
tice”. Sensitivity tests to antibiotics are important. Dr. M. 
Morton spoke on “Bronchogenic Carcinoma”. Incidence 
continues to rise at an alarming rate. Patients wait six or 
eight months after onset of symptoms before seeking 
advice, and too often another two months elapses before 
diagnosis is made. In chronic cough after fifty suspect 
lung cancer. 


Dr. John Keith spoke on “Heart Diseases in Child- 
hood”. He described six types of congenital defect and 
discussed the treatment of rheumatic tever, salicylates is 
the treatment of choice, sulphonamides are used as 
prophylaxis after first attack, before tooth extraction or 
tonsillectomy one million units of long acting penicillin 
is given. 

Dr. John McCabe spoke on “Abdominal Surgery of 
the Newborn” He discussed atresia, a cord-like deficiency 
of the bowel and exomphalos, a condition of herniation 
into the umbilical cord. 


Two doctors from England, Dr. Thomas N. Rudd, 
author of several books on the problems of the aged, con- 
sultant for North Devon and physician to the Tiviotin 
District Hospital and Dr. C. P. Andrews, senior con- 
sultant physician for Cornwall and the organizer of 
Geriatric Centres for the care of the aged in hospitals 
and institutions addressed a meeting of the Essex County 
Medical Society at East Windsor Hospital. 


At a recent meeting of the Board of Governors of the 
Niagara Peninsula Sanatorium a resolution was passed 
paying tribute to the work of Dr. C. G. Shaver as medi- 
cal superintendent for the past twenty-five years. An 
editorial further eulogizing Dr. Shaver appeared in the 
St. Catharines Standard. The editorial spoke of his 
efficient administration of a large institution, his pro- 
fessional ability and his excellent grasp of the import- 
ance of public relations. LiLuiAN A. CHASE 


QUEBEC 


The Quebec Association of Pathologists held its an- 
nual assembly April 24-25 at Ste-Adéle. This was a joint 
meeting with the Northeastern Region College of 
American Pathologists, and was under the presidency 
of Dr. Kenneth Mallory and Dr. Nathan Chandler Foot. 
The Quebec Association was under the presidency of Dr. 
F. W. Wiglesworth. 

Lectures of high scientific interest were delivered. 
The Louis Berger Memorial Lecture was given by Dr. 
Wilder Penfield. O.M., C.M.G., M.D. who spoke on the 
“Pathology of Temporal Lobe Epilepsy”. 
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You see that she is somewhat exophthalmic. You 
see also that she is overweight. Perhaps less 
apparent is an even more common clinical prob- 
lem: mental and emotional distress. Yet this distress 
either causes or complicates virtually every case 
you handle. You will find ‘Dexamyl’ of unique 
value in managing the mental and emotional dis- 
tress you see in your practice. ‘Dexamyl’ is a 
balanced combination of two mood-ameliorating 
components: 


1. ‘Dexedrine’ Sulfate —the antidepressant of 
choice—to lift the patient’s mood and provide a 
sense of well-being. 


2. Amobarbital (Lilly)—the sedative that elevates 
mood—to relieve nervousness, anxiety, and inner 
tension. 

















f 3 Dexamyl’s two mood-ameliorating components 
; work synergistically to provide a “‘normalizing”’ 
effect—free of the dulling effect of barbiturates; 
free of the excitation caused by stimulants. 
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The executive officers who were elected for the 
Quebec Association are: Dr. Carlton Auger, professor at 
Laval, president; Dr. J. L. Riopelle, protessor at l'Uni- 
versité de Montréal, vice-president and Dr. S. Lauzé, 
secretary-treasurer. 


One of the most successful Annual Meetings of the 
Quebec Division of the C.M.A. was held at the Seigniory 
Club at Montebello, P.Q., on May 8 and 9. An excel- 
lent scientific program was provided including three out- 
standing visiting speakers trom Boston—Dr. George O. 
Bell of the Lahey Clinic who spoke on thyroid diseases, 
Dr. Louis E. Phaneuf on vesicovaginal and urethro- 
vaginal fistula and Dr. Kenneth W. Warren on diseases 
of the pancreas. As at previous meetings, the scientific 
as well as the commercial exhibits were splendid. 


The executive committee in session approved forma- 
tion of a Lake St. John-Saguenay district of the division. 
The new district will hold a clinical day at Chicoutimi in 
October. It was also decided to hold next year’s Annual 
Meeting of the Quebec Division at Three Rivers on May 
7 and 8. At the annual business meeting Dr. J. R. 
Lemieux of Quebec City, our new President, accepted 
office. The question of the raised fees was given a 
thorough airing which no doubt has cleared up a good 
deal of misunderstanding. We were sorry to note an 
appreciable recent drop in membership, mostly from 
among our French speaking colleagues. 


At the luncheon on May 8 Msgr. H. D. J. Brosseau, 
d.p., Curé of Montebello, spoke to us in French and 
emphasized that “a man is first and above all a psycho- 
logical being. He lives, thinks, feels and has a soul.” 
Mr. W. Maxwell Ford, the speaker at the annual 
banquet, entertained us delightfully from his excellent 
fund of stories and anecdotes. At the luncheon on May 9, 
our amiable General Secretary, Dr. T. C. Routley, spoke 
to us, mostly about the C.M.A.—its past, present and 
future. 

The Ladies’ Committee planned an peenetiog pro- 
gram, including a luncheon at the Lachute Golf and 
Country Club, a visit through the plant of the Ayers’ 
Woollen Mills at Lachute and a tour of the old Papineau 
Manor House. For those who wished to relax a bit there 
was the easy chair on the lawn in front of the Log 
Chateau to watch the water of the Ottawa River gently 
glide by. This spot certainly has a restful eae 1% 
Even the weather gave its best; all in all it was highly 
successful and formed a pleasant interlude. 


The Annual Meeting of the Montreal Medico- 
Chirurgical Society was held at the Queen Mary 
Veterans’ Hospital on May 15. Dr. A. D. Campbell in his 
presidential address noted that the Society had unsuc- 
cessfully struggled for 110 years to obtain a permanent 
home and that numerous surveys had been made. He 
suggested that this Society should build one which 
would serve as a meeting place as well as a memorial 
to the great figures of medicine. He referred briefly to 
state medicine, noting that areas which had tried the 
idea were now convinced that “it encourages the curious, 
the malingerer, the unemployable and others to seek 
medical assistance unnecessarily.” 


Following the address, Dr. Campbell presented the 
Society with a chairman’s gavel which he had had 
fashioned from timbers taken from the original Montreal 
General Hospital, built in 1821. The ends of this gavel 
represent anatomy and physiology and the sides medi- 
cine, surgery, midwifery and science. It bears the crest 
of the Society, founded in 1843. 

Dr. Graham Ross, consultant in pediatrics, Royal 
Victoria Hospital, was elected president, and Dr. J. W. 
McKay, chief of radiology, Montreal General Hospital, 
was named vice-president. Dr. McIver Smith, who was 
re-elected honorary secretary, reported that membership 
in the Society is 955, including 586 resident and 309 
non-resident as well as associate and other members. 
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The new McConnell Wing of the Montreal Neuro- 
logical Institute stands almost completed. During the 
coming summer, one activity after another will be trans- 
ferred into this wing while essential supplementary 
alterations are being made in the main building. At the 
annual meeting on May 13, Dr. Wilder Penfield, O.M., 
director of the Institute, announced that the City of 
Montreal has granted an annual contribution of 


- $67,500 for the next 20 years for the care of public 


patients. Dr. Penfield announced further that one of 
the original benefactors of the Institute has offered to 
set up a fund of $1,000,000 to be known as the “Lily 
Griffith McConnell Foundation for Neurological Re- 
search”. With the use of the income from this Founda- 
tion, the work of the Brain Research Institute can now 
be established on a firm and permanent footing. 


While on the subject of hospital construction, the 
blessing and official opening of the the three million 
dollar de Bullion Pavilion of the Hotel Dieu in Montreal 
took place on May 17. Paul Emile Cardinal Leger, Arch- 
bishop of Montreal, presided. Also, construction of the 
new west wing of the Jewish General Hospital, part of a 
$5,500,000 expansion program, is well on its way. This 
new wing will give this hospital an additional 173 beds, 
making it a 400-bed hospital. 


It is a pleasure to note that Dr. Jessie Boyd Scriver of 
Montreal has been named corresponding member of the 
British Pediatric Society. A. H. NEUFELD 


SASKATCHEWAN 


The Saskatchewan Division of the Canadian Cancer 
Society has recently set aside a fund of $200,000.00 to 
be used in cancer research in the Province. These pro- 
jects will receive assistance under regulations to be made 

y the Saskatchewan Division following. the recom- 
mendations of the Standing Committee on Cancer Re- 
search. The University of Saskatchewan, the Saskatche- 
wan Cancer Commission and other interested bodies have 
been invited to submit proposals for Cancer Research for 
which they desire support from the fund. 


A Federal grant of more than $83,600.00 has been 
approved for a new hospital at Humboldt. St. Elizabeth’s 
Hospital, as it will be called, is designed to serve about 
15,000 people in the town and district and will have 
space for 76 beds, 23 bassinettes and all the other sup- 
a services necessary for the operation of a modern 

ospital. 

Shaunavon’s present hospital is to be enlarged to ac- 
commodate 14 additional patients and ten infants, aided 
by a Federal grant of $17,300.00. 

Wolseley Memorial Union Hospital is also to be en- 
larged this year to provide additional beds and a Com- 
munity Health Centre. The Federal grant here is in the 
amount of $10,000.00. 

Kelvington and Unity Union hospitals are receiving 
Federal assistance towards the construction of nurses’ 
residences. 

Rocanville has been allotted $3,000.00 from the 
Federal Government towards the costs of a Community 
Health Centre. 


The Western Canada Institute for Hospital Admin- 
istrators and Trustees of the four Western Provinces was 
held in Saskatoon June 15 to 19. An outstanding pro- 
gram was presented and included such distinguished 
guests as Dr. E. L. Crosby and Dr. M. T. McEachern of 
Chicago, Dr. E. E. Robbins of Montreal and Dr. A. C. 
McGugan of Edmonton. 


Plans are proceeding for the Annual Convention of the 
College of Physicians and Surgeons which is to be held 
at Waskesiu National Park. The dates of the meeting this 
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-—FOR PROLONGED ACTION— 


CORTICOTROPHIN (acty 


with 


PROTAMINE and ZINC 


Corticotrophin with Protamine and Zinc, for prolonged action and in a 
form convenient for use, is now available from the Laboratories. The product 
is prepared as a milky suspension in aqueous medium and is ready for use 
after shaking. In clinical investigations, two injections per day have been found 
to replace adequately four daily injections of regular Corticotrophin (ACTH). 
In some cases even greater prolongation of effect may be experienced. 


Corticotrophin with Protamine and Zinc is prepared with ingredients 
whose properties are of established value in parenteral administration. 


The Connaught Medical Research Laboratories now provide Cortico- 
trophin (ACTH) in three forms—a dried powder, a sterile solution, and a 


suspension with prolonged-action properties. 


HOW SUPPLIED 


10 International Units per vial 
— 25 International Units per vial 


Dry Powder 


Sterile Solution — 10-ec. vial (20 I.U. per cc.) 
Prolonged-ecting 
Suspension — 10-ce. vial (40 I.U. per ce.) 
SWS O 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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year will be August 25, 26, 27 and 28. Among the 
distinguished visiting speakers from outside Saskatche- 
wan, mention must be made of Dr. C. W. Burns and 
Dr. A. D. Kelly of the C.M.A., Dr. E. F. E. Black of 
the University of Manitoba, Dr. D. B. Leitch of the Uni- 
versity of Alberta, Dr. Gaylord Anderson of the Uni- 
versity of Minnesota, Dr. G. H. Ryan of Winnipeg and 
Dr. G. W. Dougherty and Dr. J. W. Penner, both of 
Mayo’s. In addition, those in attendance will also have 
the pleasure of listening to Saskatchewan’s Premier, the 
Honorable T. C. Douglas and Mr. J. G. Diefenbaker, 
Q.C., M.P. The official host group this year will be the 
Prince Albert and District Medical Society assisted by 
the Carrot River District. 

A very fine program has been arranged and this, 
coupled with its location at one of Canada’s outstanding 
play grounds and fishing areas, should make this year’s 
Convention a very memorable and enjoyable meeting. 


The Senate of the University of Saskatchewan has 
approved that the name of the School of Medical 
Sciences be changed to the College of Medicine. This 
will not mean any change in relations with the Uni- 
versity, but will bring Medicine formally into the same 
category as Agriculture, Arts and Science, Commerce, 
Engineering and Pharmacy. Many recalled the beginning 
of the School of Medical Sciences 27 years ago, with 
quarters in the greenhouses, later in the Field Husbandry 
Building. Four years ago, the medical science depart- 
ments and the School or Nursing moved into the beauti- 
ful four-storey medical building. Built with the warml 
coloured field stone of Saskatoon, and in modified Col- 
legiate Gothic architecture, this structure _ fits 
harmoniously into the development on the riverbank 
campus. It is gratifying to many that the new University 
Hospital, growing like an octopus appendage on one 
end of the medical building, preserves faithfu ly the tra- 
dition of “dignity in stone” which had been begun. The 
leader in this medical development has been Dr. W. 
Stewart Lindsay, Dean of Medicine and Professor of 
Pathology throughout this period until his statutory_re- 
tirement in June 1952. Fortunately for all, Dr. Lindsay 
was appointed Secretary to the University Board and 
amid Elacsstats and catalogues he is just as busy as 
ever as he watches his dream come true. 

The College of Medicine was inspected in May by an 
accreditation team consisting of Dr. D. F. Smiley, 
Secretary of the Association of American Medical Col- 
leges, Dr. Douglas Vollan of the Council on Medical 
Education and Hospitals of the American Medical Asso- 
ciation, and Dean Myron Weaver, University of British 
Columbia, representing the Association of Canadian 
Medical Colleges. Four days were spent conferring with 
each department and with Administration, including a 
meeting with the Advisory Council for the College of 
Medicine under the chairmanship of Dr. J. F. C. Ander- 
son. 

The Board of Governors has made available $20,000.00 
of the Doctor Peter Donald Stewart Memorial Fund, for 
use in the College of Medicine, between now and July 
1955. This is not to defray ordinary expenses or to 
purchase teaching materials, but to provide (a) a gradu- 
ate scholarship of value not exceeding $2,000.00 a year, 
(b) visiting professorships and lectureships, (c) travel- 
ling for members of the staff in the interest of medical 
school planning, and (d) a fund for special research, e.g., 
“pilot” projects, to which the usual sources of research 
money do not apply. 


At the May convocation the first Ph.D. in medical 
sciences at the University of Saskatchewan was awarded 
to Helen J. Bell, M.A. (Toronto), Research Assistant in 
the Department of Physiology since 1949. Her thesis 
reported studies of species differences in herparin, work 
which she carried out under the direction of Professor 
Louis B. Jaques. G. W. PEacock 
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NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


Lt.-Cols. E. H. Ainslie and R. A. Smillie have re- 
turned to Canada after serving a tour of duty in Japan 
and Korea. Lt.-Col. J. D. Galloway was posted to Korea 
to replace Lt.-Col. R. A. Smillie as Commanding Officer, 
87 Cdn. Fd. Amb. 


Majors J. H. Watson and J. M. M. Drew, and Captains 
J. A. Lewin and N. H. Gelpke have returned to Canada 
after serving a tour of duty in Japan and Korea. Majors 
L. H. Edwards and C. P. Holden and Captains D. D. 
McGrath, B. F. S. Liddy and D. E. Yates have been 
posted to the Far East as replacement medical officers. 


Lt.-Col. R. B. Murray and Major W. A. Reed have 
successfully completed a D.P.H. course at Toronto. 


Air Commodore A. A. G. Corbet, Director of Medical 
Services (Air) visited R.C.A.F.. units in the United 
Kingdom, R.C.A.F. Air Division Headquarters, and the 
four R.C.A.F. Fighter Wings in Europe during the 
month of June. 


The annual meeting of the Canadian Medical Asso- 
ciation held in Winnipeg June 15 to 19, 1953 was at- 
tended by the following R.C.A.F. Medical Officers: 
Group Captain G. D. Caldbick, Wing Commander E. 
O’F. Campbell, Wing Commander H. J. Bright and 
Squadron Leader L. A. Wright. 


NEWS AND NOTES 


THE PRACTITIONER 


Various medical journals in their various ways have 
celebrated the Coronation, one austerely with verse. 
Among them the Practitioner comes out with flying 
colours and a most attractive cover. Its main piece is 
an assembly of photographs of British medical institu- 
tions, houses of consultants and general practitioners 
(inside and outside), and health centres, and in particu- 
lar of the early homes of some famous general practi- 
tioners. The pictures alone make the special number a 
good buy. A foreword by the Minister of Health on 
general practice hits three nails firmly on the head: 
‘The status of the general practitioner,” he writes, 
“depends essentially upon three things: the trust of his 
patients, the respect of his colleagues, and the means to 
do his job adequately.” An editorial comment in the 
opening pages strikes a timely note: “The Practitioner 
has never been merely a journal of general practice; that 
is taking the narrow specialist view which is doing so 
much harm in medicine to-day. It is a journal for prac- 
titioners of medicine—whether general practitioners or 
consultants—and if it is to subserve this se it must 
not only be able to present the advances in medicine 
which it is the duty of consultants to propagate for the 
benefit of general practitioners, it must also present the 
consultants with the accumulated wisdom of the general 
practitioners of the country.” This is a sound recipe for 
the repast our contemporary is putting before its readers 
each month.—Brit. M. J., June 6, 1953. 


At the Annual Meeting of The Industrial Medical 
Association of the Province of Quebec, the following 
slate of officers was chosen for the year 1953-54: 
Honorary Director—Dr. A. Leclerc; President—Dr. B. 
Bellemare; lst Vice-President—Dr. L. H. Roberts; 2nd 
Vice-President—Dr. P. Guenette; Secretary—Dr. D. C. 
Bews; Treasurer—Dr. C. D. Shortt; Directors—Drs. R. E. 
L. Watson, P. Cartier, F. J. Tourangeau, G. A. Rouleau, 
M. Townsend. 
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Chlor \ri Polon injection” OO 


in the same syringe as medication 


Doses of 10 to 20 mg....just 0.1 to 0.2 ce. 
Virtually eliminates local and systemic 
reactions to widely used drugs 


*penicillin tetanus antitoxin 
liver extract tetanus toxoid 
insulin x-ray contrast media 
mercurial diuretics opiates 
crystalline vitamin B;2 meperidine 
vitamin B complex tetracaine 


Packaging: CHLOR-TRIPOLON Injection “100,” 

2 ce. multiple-dose vials containing 100 mg./ce. 
Directions in each package. 

CHLOR-TRIPOLON is known as Chior-Trimeton in the United States. 
CHLOR-TRIPOLON Maleate, chlorprophenpyridamine maleate 
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An extensive investigation into a method of treating 
tuberculosis meningitis with cortisone, streptomycin, 
para-amino-salicylic acid (PAS) and isoniazid is being 
carried out at the Point Edward Hospital, Sydney, N.S., 
with assistance from federal research funds. Research is 
. being directed by Dr. S. J. Shane, medical superintendent 
of the Point Edward Hospital, assisted by Dr. S. A. 
Copp, resident physician, and Dr. Clifford Riley, director 
of the branch laboratory. The treatment program _in- 
volves use of cortisone in combination with antimicrobial 
agents such as streptomycin, PAS and isoniazid to de- 
termine whether the recovery rate from this form of ther- 
apy is as high or higher than that obtained by conven- 
tional medical and neurosurgical methods of treatment. 
The federal grant of $3,000 will be used to buy cortisone 
acetate for the study. 


Some research has already been done, public health 
authorities state, on this problem at the Point Edward 
Hospital with encouraging results. 


COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The National Gastroenterological Association announces 
that its Fifth Annual Course in Postgraduate Gastro- 
enterology will be given at the Hotel Biltmore in Los 
Angeles, Calif. on October 15, 16 and 17, 1953. The 
Course will again be under the direction and _ co- 
chairmanship of Dr. Owen H. Wangensteen, Professor 
of Surgery of the University of Minnesota Medical 
School, who will serve as surgical co-ordinator and Dr. 
I. Snapper, Director of Medical Education, Cook County 
Hospital, Chicago, Ill., who will serve as medical co- 
ordinator. 

Drs. Wangensteen and Snapper will be assisted by a 
distinguished faculty selected from the medical schools 
in and around Los Angeles whose presentations will 
cover: all phases of gastro-intestinal diseases and prob- 
lems. One complete session will be devoted to a Clinic at 
the College of Medical Evangelists at Loma Linda. For 
further information and enrollment write to the National 
Gastroenterological Association, Department GSJ, 1819 
Broadway, New York 23, N.Y. 


FEDERAL HEALTH GRANTS FOR 1953-54 


A grand total of $48,503,826 will be available as 
grants in aid from the federal government to the 
provinces for the development of health services and 
hospital construction in the current fiscal year acocrding 
to orders-in-council tabled in the House of Commons. 
Largest single grant is for hospital construction— 
$19,850,651. This includes a carry-over of $12,993,767 
to complete building projects for hospitals, nurses’ resi- 
dences, community health centres and combined labora- 
tories which were approved prior to April 1, 1953, and 
whose construction is commenced before October 1, 
1953. The remainder of the amount $6,856,884, is 
available for new projects. 

Total amount allotted. for other health work, includ- 
ing the three new grants for medical rehabilitation, child 
and maternal health and diagnostic services, is $28,140,- 
275. A grant of $512,900 has been set aside for public 
health research. This is allocated to promising research 
projects on the recommendation of a special advisory 
committee of the Dominion Council of Health. The 
grants for crippled children ($519,898), professional 
training ($516,300), mental health ($6,203,652), tuber- 
culosis control ($4,239,551) general public health 
($7,215,000) and child and maternal health ($500,000) 
are grants in aid to the provinces to develop new and 
expanded services. The grants for hospital construction 
($19,850,651), venereal disease control ($518,099), 
cancer control ($3,598,795), medical rehabilitation 
($500,000) and diagnostic services ($4,329,000) re- 
quire provincial contributions. 


(Continued on page 70 of the advertising section) 
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BOOK REVIEWS 


EXPERIMENTAL HYPNOSIS 


Edited by L. M. LeCron. 483 pp. $6.00. The 
Macmillan Company of Canada Ltd., New 
York, Toronto, 1952. 


This is a valiant attempt to bring together in book form, 
the views of some of the leading authorities in this field. 
The editor succeeded in securing the co-operation of 
men who are profoundly interested in this subject, and 
who are qualified to speak from experience. 


Technical procedures of hypnosis are discussed by 
Christenson, Jr., of Florida, Whitlow of California, 
Erickson of Arizona and Furneaux of England. From 
the same country, the veteran pioneer, J. S. Horsley, 
reports on the present status of “Narcotic Hypnosis”. 
Watkins of Chicago and Schneck of New York describe 
the use of hypnosis in analytical work. Norgarb of South 
Africa deals with Rorschach Psychodiagnosis. Various 
phenomena of hypnosis, such as time distortion, its 
influence in somatic fields of function, and in the control 
of the heart rate are discussed by Cooper and Erickson, 
both of the United States, Reiter of Denmark, and Van 
Pelt, a Harley Street specialist. Hypnosis in obstetrics 
and in dentistry are adequately dealt with. “Extra- 
sensory Perception and Hypnosis”, discussed by Rhine, 
is somewhat disappointing. Anita Mihl has contributed 
an interesting chapter on “Automatic Writing and 
Hypnosis”. Young contributes some useful points on 
“Antisocial Uses of Hypnosis”, and Odencrants of Sweden 
deals with “Hypnosis and Dissociative States”. The 
editor, LeCron, adds a chapter on “A Study of Age 
Regression under Hypnosis”. 

This is an honest account of the present status of 
hypnosis and anybody interested in the subject will find 
in it a cross section of expert world opinion. 


MONOGRAPHS IN MEDICINE SERIES 


I. W. B. Bean, Professor and Head of the De- 
partment of Medicine, State University of Iowa. 
655 pp. $13.25. The Williams & Wilkins 
Company, Baltimore; Burns % MacEachern, 
Toronto, 1952. 


The launching of this new series of monographs will be 
appreciated by all who have had the good fortune of 
reading this first volume, which is an outstanding con- 
tribution to our knowledge of recent advances in medi- 
cine. Here, the practitioner, who is too busy to be able 
to travel to postgraduate meetings or conventions, is 
offered the latest information by authorities of the 
highest standing. Instead of having to wade through the 
various journals in order to keep up with things, he 
finds in these monographs, in a concise form, an evalua- 
tion of progress in fields which have been of special 
interest to clinicians in recent years. In this respect, the 
selection of topics dealt with in this first volume could 
hardly have been more appropriate 


In keeping with present day tendencies, the series 
starts with a contribution by Stewart Wolf on “Talking 
with the Patient”. Then, “Precordial Noises Heard at a 
Distance from the Chest” are dealt with by W. B. Bean, 
“Physiology of the Body Fluids” by W. W. Wallace, 
“Angiocardiography” by C. T. Dotter and I. Steinberg, 
and “Portal Hypertension” by Mary Ann Payne and C. 
G. Child. Some of the other subjects are: “Cortisone and 
ACTH in Infections”; “Prevention of Rheumatic Fever”; 
“Malaria”; “Chemical Agents in Treatment of Cancer”. 

The editor, associate editors, authors and publisher 
are to be congratulated on their brilliant success in this 
new venture. These “monographs” will undoubtedly 
enjoy great popularity. 
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proven HYPOALLERGENIC! 


In a series of recently-conducted studies on the 
allergenicity of foodstuffs*, which included BIB Orange Juice 
for Babies as well as the by-products orange peel oil and 
orange seed protein, the following conclusions were proven: 














Orange peel oil possesses primary 
toxic properties. 


Orange seed protein has a high degree 
of anaphylactogenicity. 






BIB Orange Juice for Babies is virtually 
devoid of peel oil and seed protein. 


BIB Orange Juice for Babies is 
HYPO-ALLERGENIC and NON-TOXIC. 


* RATNER B., AIKMAN, H. L., and 
THOMAS, J.S.: Allergenicity of 
Modified and Processed Foodstuffs, 
Annals of Allergy, Vol. 10, No. 6, 
Nov.-Dec. 1952. 





BIB 


JUICES FOR BABIES 





Distributed in Canada through Aylmer Baby Foods 


THE BIB CORPORATION JUICES FOR BABIES—JUICES ONLY! LAKELAND, FLA. 














96 Book REvIEws 


ZINSSER’S TEXTBOOK OF 
BACTERIOLOGY 


D. T. Smith, Professor of Bacteriology and 
Associate Professor of Medicine, Duke Uni- 
versity School of Medicine, N. F. Conant, Pro- 
fessor of Mycology and Associate Professor of 
Bacteriology, Duke University School of Medi- 
cine, etc. 1012 pp. illust. $11.00 (U.S.A.). 10th 
open Inc., New York, 


When the first edition of this textbook was written in 
1910, the authors emphasized the importance of the 
study of the reactions of living tissues to bacteria and 
their products; they were not content with describing 
only the biologic characteristics of micro-organisms. This 
approach made the k of equal value to bacteriologists 
and to students of public health and clinical medicine. 
The present authors have endeavoured to preserve this 
basic approach and to emphasize the public health 
significance and practical clinical importance of certain 
biologic characteristics of micro-organisms. Every chapter 
in this new edition has been either extensively revised or 
completely rewritten. The sections dealing with diseases 
caused by bacteria have been somewhat condensed in 
order to provide more space for the chapters dealin 
with diseases caused by viruses. The susceptibility o 
each organism to the newer antibiotics is described, and 
the effect of ACTH and cortisone on each specific in- 
fection is included where information was available. Each 
chapter dealing with infections has an introductory para- 

aph referring to the public health aspects of the 
isease. There is no doubt that this book, as in previous 
edition, will enjoy great popularity. 


POST-GRADUATE LECTURES ON 
ORTHOPEDIC DIAGNOSIS AND 
INDICATIONS 


A. Steindler, Professor of Orthopedic Surgery, 
State University of Iowa, Iowa City, Iowa. 279 
pp. illust. Vol. III. $10.50. Charles C. Thomas, 
Springfield, Illinois; The Ryerson Press, 
Toronto, 1952. 


Volume III deals with tuberculosis of the skeletal system 
and osteomyelitis. The section on tuberculosis includes 
a discussion of pathogenesis, pathology, clinical and 
laboratory diagnosis, and treatment, followed by separate 
lectures on tuberculosis of the spine, hip joint, knee, foot 
and ankle, upper extremity. The section on osteomyelitis 
is similarly arranged, pathogenesis, pathology, diagnosis 
and treatment being followed by separate lectures on 
osteomyelitis of the spine, pelvis, and typhoid, Malta 
fever, Salmonella, smallpox, mycotic and echinococcus 
sennipanats, and concluding with Maduramycosis of 
one. 

The high standard of the previous volumes is main- 
tained, illustrations and paper are excellent. The book is 
of interest to students oF orthopzedic surgery. 


THE QUEEN CHARLOTTE’S 
TEXTBOOK OF OBSTETRICS 


G. F. Gibberd, Obstetric Surgeon, Guy’s Hos- 
pital; A. C. H. Bell, Obstetric Surgeon, West- 
minster Hospital, etc.; 532 pp. illust. 8th ed. 
$7.50. J. t+ A. Churchill Ltd., London; British 
Book Service (Canada) Ltd., Toronto, 1952. 


Queen Charlotte’s Maternity Hospital in London is not 
only the oldest lying-in hospital in the British Isles, but 
its reputation since 1739, when it was founded, has 
steadily grown. Small wonder, therefore, that the text 
book of obstetrics written ~ eminent members of its 
staff has enjoyed such popularity. The present edition 
has maintained the traditional high standard of the 
book, and has been thoroughly revised, not only in its 
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contents but also in its arrangement. The various sections 
have now been co-ordinated into a logical sequence. The 
opinions expressed and the methods of treatment de- 
scribed are those which are now taught at Queen 
Charlotte’s Hospital. More emphasis has been laid on 
modern physiological knowledge, and the chapters on 
toxemia and call disorders of pregnancy incorporate 
present-day views; this also applies to the section on 
the normal and abnormal puerperium. Dr. G. W. B. 
James has rewritten the chapter on psychiatry in relation 
to reproduction. The undergraduate reader is presented 
with more orthodox classification of the causes of delay 
in labour than in previous editions. A number of new 
1 at taken from recent publications has been 
a ; 

The present edition represents the current teaching of 
obstetrics in Britain, and is a useful addition to the 
reading of undergraduates on this side of the Atlantic. 


THE DREAM: MIRROR OF CONSCIENCE 


W. Wolff, Professor of Psychology, Bard Col- 
lege, Annandale-on-Hudson. 348 pp. illust. 
$10.25. Grune & Stratton, New York; The 
Ryerson Press, Toronto, 1952. 


There must be a few analysts to whom a history of dream 
interpretation going back to 2000 B.C. would not be of 
arresting interest. Part I allows us some fascinating 
poe into some primitive cultures, alas too short, fol- 
owed by the development of dream _ interpretation, 
dream concepts and symbols through a to the 
Freudian era. In the second part of the book, the author 
utilizes his rich material of children’s dreams to formulate 
some interesting dream concepts, and tries to integrate 
them into psychotherapy. Again, historical data are freely 
used as illustrative material. Freud’s own dreams of * 
heaven and hell are re-analyzed at some length. Part III 
gives some classical examples of dreams and _ their 
significance, and in Part IV the author tries to build a 
positive structure from his preceding material of the 
value and purpose of dreams. 

This is a fascinating book, well authenticated and illus- 
trated, and beautifully written. Dr. Wolff has added 
another chef-d’oeuvre to his previous works. 


PROTEIN METABOLISM, HORMONES 
AND GROWTH 


Edited by W. H. Cole, 80 pp. illust. $1.50. 
Rutgers University Press, New Brunswick, New 
Jersey, 1953. 


This symposium was held with a view to giving the six 
speakers an opportunity of presenting their experimental 
results in this field against the background of other con- 
tributions. The general subject of the relationship be- 
tween protein metabolism and endocrine secretions has 


been dealt with from differing perspectives, and uni- 
formity of style and method of treatment was not at- 
tempted. Some of the diagrams will’ be found helpful 
for teaching purposes. One is grateful to the Bureau of 
Biological Research, Rutgers University, for making these 
six lectures available in printed form. 






A VITAMIN DIGEST 
G. W. Clark, Technical Director, 


Lederle 
Laboratories Division, American Cyanamid 
Company, Pearl River, New York. 254 pp. 
$7.75. Charles C. Thomas, Springfield, Illinois; 
The Ryerson Press, Toronto, 1953. 


This little book is a “digest” in its true sense, and it 
succeeds in putting together in a few words some of the 
essential points of interest in the study of vitamins. In 
its condensed form and in its up-to-date information 
nurses, dentists, pharmacists, and veterinarians will find 
an adequate source of reference for their purposes. 
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Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


B-Vitamins for Blood Formation. T. H. Jukes, Lederle Lab- 
tories Division, American Cyanamid Company, Pearl River, 
New York. 113 pp., illust. $4.75. Charles C, Thomas, Springfield, 
{! oois; The Ryerson Press, Toronto, 1952. 


Analgesia and Anesthesia in Obstetrics. J. P. Greenhill, Pro- 
f.cor of Gyneecology, Cook County Graduate School of Medicine, 
; nding Gyneecologist, Cook County Hospital. 85 pp., illust. 
$25. Charles C. Thomas, Springfield, Illinois; The Ryerson 
I’. oss, Toronto, 1952. 


Body Temperature. W. A. Selle, Professor of Biophysics and 
| .ysiology, University of California Medical School, Los Angeles, 
C.ifornia, 112 pp.; illust. $4.25. Charles C. Thomas, Springfield, 
{! ‘nois; The Ryerson Press, Toronto, 1952. 


Die Operation in der Sprechstunde. R. Goldhahn. 192 pp.. 
t., 5th ed. DM9.50. George Thieme, (10b) Leipzig, Germany, 


“itness for the Average Man. A. Abrahams, Honorary 
lical Adviser to the British Olympic Athletic Team. 170 pp. 
0. Christopher Johnson Publishers Ltd., London; The Ryer- 
Press, Toronto, 1952. 


Microbial Growth and its Inhibition. First International 
‘ymposium on Chemical Microbiology. World Health Organiza- 
tion Monograph Series No. 10. 285 pp., illust, $3.00. World Health 
Urvanization, Geneva; The Ryerson Press, Toronto, 1952. 


Synopsis of Pathology. W. A. D. Anderson, Professor of 
l.thology, Marquette University School of Medicine; Patho- 
i cist, St. Joseph’s Hospital, Milwaukee, Wisconsin. 788 pp., 

st., 8rd ed. $8.00. The C. V. Mosby Company, St. Louis; 

Ainsh & Co. Ltd., Toronto, 1952. 


BCG Vaccination, Studies by the WHO Tuberculosis. Research 
Office, Copenhagen. World Health Organization Monograph 
series, No, 12. 307 pp. Price: 15/-, $3.00. World Health Organiza- 
tion, Geneva, 1953. 


Gifford’s Textbook of Ophthalmology. F. H. Adler, Professor 

Ophthalmology, University of Pennsylvania Medical School, 
onsulting Surgeon, Wills Eye Hospital, Philadelphia. 488 pp., 
ijust., 5th ed. $7.50. W. B. Saunders Company, Philadelphia 
and London; McAinsh & Co, Ltd., Toronto, 1953. 


Genetics and Disease. T. Kemp, Professor of Human Gen- 
ics, University of Copenhagen. 330 pp., illust. Dan. Kr. 30.00. 
(;jnar Munksgaard, Copenhagen, 1951. 


Commotio Cerebri. Cerebral Concussion and the Postconcus- 
ion Syndrome in their Medical and Legal Aspects. C. B, Cour- 
ville, Director, Ramon Cajal Laboratory of Neuropathology, Los 
\ngeles County Hospital, Los Angeles, California. 161 pp., illust. 
25. San Lucas Press, Los Angeles, 1953. 


The Anatomy of the Nervous System. S. W. Ranson, Late 
Professor of Neurology and Director of Neurological Institute, 
Northwestern University Medical School, Chicago. 581 pp., illust., 
oth ed, $8.50. W. B. Saunders Co., Philadelphia and London; 
‘fecAinsh & Co. Ltd., Toronto, 1953. 


An Outline of General Physiology. L. V. Heilbrunn, Pro- 
‘ssor of Zoology in the University of Pennsylvania. 818 pp., 
iilust., 3rd ed. $10.50. W. B. Saunders Co., Philadelphia, London; 
icAinsh & Co. Ltd., Toronto, 1952. 


A Manual of Clinical Allergy. J. M. Sheldon, Professor of 
nternal Medicine, University of Michigan Medical School; As- 
stant to the Chairman of the Department of Postgraduate 
\ledicine; R. G. Lovell, Instructor in Internal Medicine, Uni- 
versity of Michigan Medical School; and K, P. Mathews, 
.ssistant Professor of Internal Medicine, University of Michigan 
ledical School, 413 pp., illust. $8.50. W. B. Saunders Co., Phila- 
Jelphia and London; McAinsh & Co. Ltd., Toronto, 1953. 


The Practical Management of Pain in Labour. W. D. Wylie, 
nzsthetist to St, Thomas’s Hospital and the National Hos- 
ital for Nervous Diseases, London. 148 pp., illust. 18s. 6d. net. 
loyd-Luke (Medical Books) Ltd., London, England, 1953. 


Synovial Fluid Changes in Joint Disease. M. W. Ropes, Asso- 
iate Physician, Massachusetts General Hospital, Assistant 
‘linical Professor of Medicine, Harvard Medical School; and W. 
sauer, Chief of Medical Services, Massachusetts General Hos- 
pital. 150 pp., illust, $4.40. Harvard University Press, Cambridge, 
ee S. J. Reginald Saunders & Co. Ltd., Toronto, 
953. 


_ British Surgical Practice. Surgical Progress 1952. Under the 
reneral Editorship of Sir E. R. Carling, Consulting Surgeon, 
Vestminster Hospital and Sir J. P. Ross, Surgeon and Director 
of Surgical Clinical Unit, St. Bartholomew’s Hospital, 340 pp., 
illust, Butterworth & Co. (Canada) Ltd., Toronto, 1952. 


Clinical Applications of Suggestion and Hypnosis. W. T. 
Heron, Professor of Psychology, University of Minnesota, Min- 
neapolis, Minnesota. 137 pp., illust., 2nd ed. $3.75. Charles C, 
Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 1953. 


The Story of St. Luke’s Hospital. C. N. French. 212 pp., illust. 
$2.00. William Heinemann Ltd., London; British Book Service 
(Canada) Ltd., Toronto, 1951, 


Continued on Page 44 
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A Notable New 
British Publication 


MEDICINE 


In Two Volumes, each over 1,000 pages, the entire 
work handsomely illustrated, with 167 pages of 
art plates, covering 248 individual subjects. 

Price, per set $23.00 


Edited by Hugh G. Garland, M.D., F.R.C.P., 
Physician in Charge, General Infirmary at Leeds, 
and William Phillips, M.D., B.Sc., F.R.C.P., 
Senior Physician, Cardiff Royal Infirmary, and 
with forty-two distinguished contributors from a 
number of Medical Schools in Great Britain and 
Ireland. 


Here is a new work of major importance which 
gives a full treatment of social medicine, genetic 
factors in disease, nutrition, laboratory diagnosis, 
psychosomatic medicine, and the nature, mean- 
ing and measurement of health and disease. 


THE MACMILLAN COMPANY OF CANADA LIMITED 
70 Bond Street ° Toronto 2, Ontario 


DISEASES OF MUSCLE 


By Raymond D. Adams, Massachusetts General 
Hospital, D. Denny-Brown, Harvard Medical 
School, and Carl M. Pearson, Mallory Institute - 
of Pathology. The first book on the subject since the 
early twentieth century. 572 pages, 347 illustrations, 
1953, $17.50. 


A GUIDE TO OBSTETRICS 
IN GENERAL PRACTICE 


By William C. W. Nixon, University College 
Hospital, London, and Eric B. Hickson, Wiltshire, 
England. A new British book for the general practi- 
tioner obstetrician who is not near an obstetric centre. 
301 pages, 35 illustrations, 1953, $6.00. 


PAIN SYNDROMES AND THEIR 
TREATMENT 


By James M. Tarsy, University (New York Post- 
graduate) Hospital. A book for the average physician. 
Discusses the diagnosis and treatment of shoulder-arm 
and other types of pain. 625 pages, 217 illustrations, 
1953, $13.25. 


Write for our Catalogue of Medical Books 


THE RYERSON PRESS 
TORONTO 
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paid up members of the Canadian Medical Association 
with the following exceptions: for medical libraries, 
hospitals and doctors residing outside of Canada, the 
annual subscription is $10.00; for medical students 
residing in Canada there is a special rate of $2.50 per 
annum. All subscriptions and related correspondence 
should be addressed to the General Secretary’s office 
at 135 St. Clair Avenue West, Toronto 5, Ontario. 

Contributors: Articles are accepted on condition that 
they are contributed solely to this Journal. Material 
contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 
either in part or in whole. 


Manuscripts must be typewritten, double spaced, and 
the original copy. 
Papers should be kept below 4,000 words wherever 
possible. Whilst not necessarily a cause for rejection, 
excessive length of an article is undesirable. 
References: in the case of a journal arrange as follows: 
author (JoNngEs, A. B.), title, journal, volume, page, year. 
In the case of a book: WILSON, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 

Illustrations: A limited number will be accepted. 
Photographs should be clear: drawings should be in 
india ink on white paper. All unmounted. Legends 
to be typed separately. 

Reprints: May be ordered upon forms sent with galley 
proofs. 


News: The Editor will be glad to consider any items 
of news that may be sent in by readers. 


BANK 


5 
TOA MILLION CANADIAN 












working with Canadians in 
every walk of life 
since 1817 
























BANK oF MONTREAL 














CANADA'S PIRGT BANE z 





Canad. M. A. J. 
July 1953, vol. 69. 


CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, net later than the fifteenth 
of the month previous to issue. 

Rates: $3.00 for each insertion of 40 words or less, 
additional words 5c each. . 

If a box number is requested, there will be an 
additional charge of 50c on the first advertisement 
to cover postage and handling charges. 








FOR SALE.—TO CLOSE AN ESTATE. Spacious well-built 
ten-room house, formerly a doctor’s residence with offices 
attached and separate entrance. Located in a pleasant village, 
forty miles from Ottawa. This house is situated on a new 
provincial highway, twelve miles from the county town of Perth, 
where a modern '75-bed hospital offers every modern medic:l 
and surgical treatment. This village is the centre of a huge 
farming area, and lacks sufficient medical services at present. 
If interested in this building, further information may he 
obtained from: Mr. Hugh C. Willson, Barrister and Solicitor, 
Perth, Ontario. 





FOR SALE.—Vancouver, B.C. Well-kept residence and office 
combined for physician-surgeon. Last year’s income exceeded 
$20,000, and could be increased easily, Hospital affiliation can 
be readily arranged. Amount of work depends entirely on the 
man. Property valued at $20,000. half of which may’ be carried 
on mortgage at 5%, if so desired, Reply to Box 633, Canadian 
Medical Association Journal, 3640 University Street, Montreal, 





FOR SALE.—Lucrative general practice in village in South- 
ern Saskatchewan, income guaranteed by prepaid scheme, fully 
equipped and modern hospital in the village, with fully trained 
staff. Two-storey solid brick clinic and residence, fully modern 
with assistant’s living quarters in separate building on same 
grounds. Will sell immediately for value of real estate. Amouni 
involved about half of yearly income. Owner leaving for post- 
graduate work. Apply to Box 654, Canadian Medical Association 
Journal, 3640 University Street, Montreal. 





FOR SALE.—Large, lucrative, general practice in medium- 
sized town in booming Southern Ontario. Gross income over 
$35,000 last year. Very choice and desirable home and office 
combined. Owner leaving for specialized training. Apply to Box 
657, Canadian Medical Association Journal, 3640 University 
Street, Montreal. 





FOR SALE.—One F3 General Electric portable X-ray, new 
tube, only used once or twice, complete with cassettes and 
hangers. Also a Wappler diathermy treatment machine with 
surgical attachments. To be seen in Montreal. Reason for sell- 
ing, moving office. Apply to Box 665, Canadian Medical Associa- 
tion Journal, 3640 University Street, Montreal. 





FOR SALE.—Excellent practice including surgery, North 
West Toronto, would like to dispose of equipment, office fix- 
tures etc.; office leased until August 31, 1954. Please reply to 
Box 668, Canadian Medical Association Journal, 3640 University 
Street, Montreal. 





FOR SALE.—Unopposed, active, general practice in village 
of 700 population, excellent farming community, within 50 miles 
of Toronto, Ontario. Close to two open hospitals, paved high- 
ways. Residence and office combined, modern conveniences, 
beautiful grounds. Owner specializing. Apply to Box 672, Cana- 
dian _ Association Journal, 3640 University Street, 
Montreal. 





FOR SALE.—Well established general practice in growing 
Saskatchewan town of 1600 with large prosperous surrounding 
area. Well equipped hospital of 25 beds; only one other doctor 
in town. Good opportunity for surgical and general work. Gross 
income around $15,000 a year. Doctor’s residence may be pur- 
chased fully furnished if desired. Apply to Box 675, Canadian 
Medical Association Journal, 3640 University Street, Montreal. 


FOR SALE.—Long established general medical practice in 
South Western Ontario, Well equipped office. Excellent hospi- 
tal in town. Illness forces retirement. Apply to Box 674, Cana- 
ee ~<a Association Journal, 3640 University Street, 

ontreal. 


FOR SALE OR RENT.—Combined house and office, doctor’s 

location over forty years, unopposed in small village in pros- 

perous agricultural district of Huron County, Ontario; ten miles 

paved highway to hospital; an excellent opportunity for re- 

munerative general practice, vacant July. Apply to Box 671, 

nessa Medical Association Journal, 3640 University Street, 
ontreal. 
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Another important advantage of Thiomerin: 





Suitability for Home Administration 


Numerous authorities!-!2 recommend Thiomerin for home 
administration because it is as well tolerated and predictable 
in effect when given subcutaneously, as when given intramus- 
cularly and intravenously. The technique of injecting Thio- 
merin Sodium may be quickly mastered. 





Consequently, more and more physicians are finding that it 
is often desirable to instruct the patient or a member of his 
family in the use of Thiomerin so that injections between 
visits can be made on schedule—according to the dosage plan 
that best suits each patient. 


A supply of printed instructions for patients will be sent to 
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Regardless of the many and varied 
features and advantages stressed by 
makers of electrocardiographs, the 
degree of accuracy is still the most 
important comparison. For, in mod- 
ern electrocardiography, there can 
be no substitute for accuracy. 

The Viso Cardiette stands out for 
its accuracy. It fulfills all A.M.A. re- 
quirements and exceeds many of them. 
It satisfies all clinical needs and even 
meets most of the critical demands of 
research. This high degree of accur- 
acy is but a reflection of quality of 
design, of materials, and of work- 
manship. It is the essence of Sanborn 
leadership. 

At the same time, the Viso sets 
other standards — in simplicity of op- 
eration ...in excellence of records 
. ..in service and dependability. 

Because you’ll be content only with 
the finest electrocardio- 
> graph, investigate the Viso. 
Se Write for descriptive 

literature. 


THE SANBORN 
DIRECT WRITING 
ELECTROCARDIOGRAPH 





INDUSTRIES LIMITED 


261 Davenport Rd. — Toronto 5 


Exclusive distributors for 
Liebel-Flarsheim Electro-Surgical 
and Diathermy Equipment 
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From the Journal of July, 1923 
CORRESPONDENCE 


IN MONTREAL—AT THE ANNUAL MEETING 
“To the Editor: 


“The recent meeting of the Canadian Medical Association 
in Montreal was signalized by one new departure, the sub- 
stitution to a large extent of hospital clinics for the usual 
forbidding array oF papers. The warm month of June, following 
the dreary winter of work, calls us to merrier things than a 
crowded hall and cold—not cool—scientific subjects inaudibly set 
forth; and particularly is this so in the merry city of Montreal, 
P.Q. Rather for us the 19th hole than the 16th amendment, 
and the grassy brassie than the hardwood of the meeting-room. 

“Under the handicap of this somewhat general sentiment, 
the Program Committee made a splendid recovery when they 
put on the hospital clinics, with the patient and operation as 
drawing cards, and put off the typewritten stuff. The ‘dry 
clinic’ of Sir Robert Jones, though held in the hotel, was really 
a hospital clinic, and was very far from dry. Only in the matter 
of the two or three symposia was formal talking from prepared 
papers allowed, and these, fortunately, were so well chosen 
for their practical bearing upon every day problems of the 
general practitioner that they held the interest of a large 
group of the members. We must congratulate the Program 
Committee, and would suggest that when the meeting is held 
in any large city the example of the Montreal men might well 


be followed.” 


NEWS — Quebec 


“Dispensaries for the treatment of people suffering from 
tuberculosis in oe will shortly be established throughout 
the province, following a decision to that effect by the pro- 
vincial Board of Health. The points where these dispensaries 
are to be established will be chosen with regard to the preval- 
ence of the disease in that district. The eee received the 
approval of the Hon. Athanase David, previous to his departure 
for Europe. The dispensaries will be located in hospitals al- 
ready established, or in other institutions, as the Government 
does not intend to erect buildings of its own. School dispen- 
saries are to be established, where nurses and doctors will be 
trained, in Montreal and _——, Later, this part of the scheme 
will probably be extended to other parts of the province.” 


NEWS — Ontario 


“Twenty-five thousand dollars has been given to the 
Toronto General Hospital, Hospital for Sick Children, and to 
the University of Toronto, by John D. Rockefeller, Jr., for the 

urpose of. prosecuting research in the treatment of diabetes 
y insulin.” 


“Official recognition of the valuable work of Dr. F. H. 
Banting and of Mr. C. H. Best, was taken by the local Legis- 
lature, and a Bill was introduced by Premier Drury for the 
providing of $10,000 a year to prosecute further research on the 
Insulin treatment of diabetes. Dr. Banting has been made the 
professor of research medicine at the University, and Mr. Best, 
the assistant.” 


OBITUARY — John Wallace Scane, M.D. 


“Few men in the Canadian profession were better known 
and more generally liked and respected than the late Dr. Scane. 
For more than twenty-five years on the teaching staff of the 
Faculty of Medicine of McGill University, during all that time 
an active and prominent member of the Canadian Medical 
Association, and for nearly a decade its permanent secretary, 
he exerted powerful influence in favour of progress, good fel- 
lowship, and the unification of all the provincial associations 
into one active and strong body representing the profession 
as a whole.” 
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CCostiencin neutralization of the gastric con- 
tents, the sine qua non of successful peptic 
ulcer therapy, is conveniently and effectively 
achieved with Nulactin tablets. 

Placed between the gum of the upper jaw 
and the cheek, and allowed to dissolve, the 
Nulactin tablet slowly releases its acid-combin- 
ing ingredients. Thus its maintained antacid 
effect is comparable to that of continuous 
intragastric drip, but is free from the dis- 
advantages and inconveniences of the latter.' 

Highly palatable and providing only 11 cal- 
ories, each Nulactin tablet is prepared from 
milk combined with dextrins and maltose and 
incorporates: 


Magnesium trisilicate .....eeeeees 3.5 gr. 
Magnesium oxide .....eeeeeeeee 2.0 gr. 
Calcium carbonate) .......eeee0. 2.0 gr. 
Magnesium carbonate .......6-. 0.5 gr. 
Ol. month: pli Sec ciccevevccceseess q.s. 
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The efficacy of these antacids is enhanced 


manyfold by the unique method of administra- 
tion employed in the form of Nulactin.? 

The Nulactin tablet is lozenge-shaped for 
convenient retention in the buccal sulcus, and 
of proper hardness to avoid too rapid disin- 
tegration. 

For the treatment of active ulcer, the patient 
should be instructed to suck Nulactin tablets, 
two or three every hour, beginning one-half to 
one hour after each meal. . 

During quiescent periods, the suggested 
dose is two tablets between meals, beginning 
half an hour after each meal. The efficacy of 
the tablet is greatly reduced if it is chewed 
and swallowed. 

Nulactin is available in distinctive prescrip- 
tion-label tubes of 25 tablets at all pharmacies. 
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NEWS AND NOTES 
(Continued from page 94) 


UNIVERSITY OF MANITOBA SCIENTISTS 
TO INVESTIGATE RINGWORM 


Suppurative ringworm contracted from cattle, is to be 
investigated at the University of Manitoba, Winnipeg, 
with the financial support of a federal health grant. 

The study will be carried out by Dr. J. C. Wilt, chair- 
man of the department of bacteriology, and Dr. A. R. 
Birt, lecturer in dermatology, assisted a Miss E. Hirst, 
all from the staff of the University of Manitoba’s medical 
college. The research includes collection of test material 
from patients for microscopic and cultural studies to 
determine the fungi causing the disease and studies of 
barn dust and soil from the patient’s farm to see if the 
reservoir of infection can be discovered and control 
measures instituted. Studies will be undertaken to ascer- 
tain whether or not treatment with the new antibiotics 
is effective. 

The study, which will last for from one to two years, 
will be carried out at the Winnipeg General Hospital, 
the Children’s Hospital and with the co-operation of 
general practitioners in rural Manitoba. The federal grant 


to cover cost of the research in the current year is 
$1,900. 


FOUR BURSARIES AWARDED 
FOR PHYSICAL FITNESS, RECREATION 


Four bursaries for postgraduate training in physical 
education and recreation have just been awarded through 
the federal physical fitness division. 

Receiving the awards are: Miss Helen M. Eckert, a 
teacher on the staff of the public school board, Edmon- 
ton; Ross C. Rathie, provincial recreation field representa- 
tive, North Battleford, Sask.; John O. E. Pearson, director 
of recreation for the city of Brantford, Ont.; and W. A. 
R. Orban, director of athletics, Loyola College, Montreal. 

Scholarships for advanced training in physical educa- 
tion and recreation were set up in 1948 as a means of 
overcoming the shortage of adequately trained leaders 
in these fields. Since then 23 persons have been assisted 
in obtaining postgraduate training. This year’s awards 
are valued at $3,400, with two successful candidates 
each from the fields of physical education and recreation. 


CANADIAN SCIENTISTS 
AWARDED FELLOWSHIPS 


The Public Health Committee of the Canadian Life 
Insurance Officers Association announced today the 
granting of fellowships to scientists in seven Canadian 
medical schools. Eleven doctors at the Universities of 
Laval, McGill, Manitoba, Montreal, Queen’s, Toronto 
and Western Ontario will receive fellowships totalling 
$50,000 from the Association. The fellowships bring to 
more than $200,000 the amount given by the life 
insurance companies operating in Canada since the 
Fellowship Fund to aid medical research was organized 
in 1949. This is in addition to funds granted for general 
medical research and education which have amounted 
to more than $1,000,000 in the last 27 years. 

A fellowship was renewed for Dr. André Lemonde of 
Laval University who has been doing research on the 
enzymatic utilization of. pentoserine in urea formation. 
Dr. Aart Schaberg has been awarded a renewal of his 
fellowship to aid his study at the University of Manitoba 
of the cells of the adrenal cortex and other tissues. 


At the University of Montreal a fellowship for 
Dr. Gaetan Jasmin to continue his experiments relating 
to the complications that may occur during pregnancy 
has been renewed. Another fellowship renewal has been 
awarded to Dr. Rudolf Hoene for anlies on immunologic 
and blood-clotting reactions with special regard to the 
formation of plasma-proteins. 

Dr. Richard J. F. Murphy of McGill has been awarded 
a fellowship for research on renal function in essential 
hypertension. 
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A University of Toronto scientist, Dr. K. W. G. Brown, 
has been awarded a fellowship for research on anti- 
coagulant therapy in thrombo-embolic disorders, such as 
phlebitis and coronary thrombosis. 

Three doctors at the University of Western Ontario 
have been granted fellowships; Dr. C. R. Engel for a 
continuation of steroid research; Dr. J. W. Pearce for 
experimental pulmonary neurovascular physiology; and 
Dr. G. W. Manning a further grant to continue his re- 
search in the broad field of cardiology. 

Two Queen’s University doctors have received fellow- 
ships. Dr. Sergio Bencosme is doing research on experi- 
mental pathology of the pancreatic islets and Dr. George 
Mayer on blood lipids in atherosclerosis. 

All the foregoing fellowships have been granted by the 
Public Health Committee of the Canadian Life Insurance 
Officers Association for the period from July 1, 1953 to 
June 30, 1954. 


AMAZING DECLINE IN 
INDIAN DEATHS 


A new table of tuberculosis deaths and death rates, 
broken down to show the’ Indian and white population 
separately, has just been received from the Dominion 
Bureau of Statistics. One of the most striking features is 
the amazing decline in Indian deaths. 

The following figures illustrate the steady trend which 
has been maintained. It should be noted that the figures 
for the last three years—1949, 1950 and 1951—include 
the province of Newfoundland which does not list its 
Indian deaths separately. Consequently Newfoundland’s 
Indian deaths are included in the figures for the whole 
of Canada in these three years. 





Excluding 

All races Indians Indians 
SE Ss he idy 5% ow 6,168 783 5,385 
MN Rg Giedsl Vcr ttens 5,724 728 4,996 
MOD or ces cots hv ecvehe 5,946 694 4,852 
Pee SS bss oe eae 5,821 723 5,098 
REM re ee ae 5,449 702 4,747 
EE ee ee eee 4,773 639 4,134 
ND scone ei toreer ek 4,295 525 3,770* 
UND carte es ae et 3,583 403 3,179* 
ANN aot). Svc Richie beets 3,417 372 3,045* 


* Including Indian deaths from Newfoundland. 


CHINA RESUMES ACTIVE 
PARTICIPATION IN WORLD HEALTH 
ORGANIZATION 


The Director-General of the World Health Organiza- 
tion has received a cable from the Republic of China 
announcing their return to active participation in the 
work of the World Health Organization. This action 
was taken as a result of current Assembly arrangements 
whereby China’s annual contribution, amounting to not 
less than $10,000, would be accepted for 1954. The 
arrangement also provides that a payment equivalent to 
$125,000 be accepted as China’s contribution to arrears. 
Dr. Jui Heng Liu, adviser to the Ministry of the Interior 
of the Republic of China, was appointed delegate to the 
Sixth Health Assembly now meeting in Geneva. (China 
had signified its intention to withdraw from active par- 
ticipation in the World Health Organization in 1950, but 
in 1952 it proposed conditions under which it could 
resume active participation. ) 


The American Library Service, 117 West 48th Street, 
New York 36, N.Y., offers for sale the ket lancet 
belonging to Dr. Philip Syng Physick, the father of 
American surgery. The lancet is a beautiful example of 
18th Century Silver workmanship in a contemporary red 
leather case with the tooled inscription, Drang nicht es 
sticht (probably of German or Pennsylvania Dutch 
craftsmanship). This piece was for many years in the 
archives of the famous Fleischer Museum of Philadelphia. 
The ownership and origin is certified. Price $255.00. 


(Continued on page 72 of the advertising section) 
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Relieve the pain 
of Angina Pectoris 


The vasodilating action of Paverone helps to 
relieve, as well as control, pain associated with 
angina pectoris. Vascular spasm associated 

with. peripheral or pulmonary embolism and 
peripheral vascular disease is usually readily 
controlled. Although similar in action to 
papaverine, Paverone is safer and is distinguished 


by fewer side-effects. 


Detailed literature is available 





tablets PAVERONE 


ELI LILLY AND COMPANY (CANADA) LIMITED 
Toronto, Ontario 








72 


NEWS AND NOTES 
(Continued from page 70 of the advertising section) 
THIS IS ONLY ONTARIO 


Final statistics relating to motor vehicle traffic acci- 
dents in Ontario during 1952 were released recently by 
the Ontario Department of Highways. The casualty list 
reads as follows: 1,010 persons were killed, 23,634 were 
injured and damage to property amounted to $19,457,- 
858. For 1951, the reading was: 949 persons killed, 
22,557 injured and damage to property $17,701,576. 

Largest increase in the number of deaths last year 
was in the infant group. This group, up to four years 
of age, registered 75 deaths, compared with 45 in 1951, 
an increase of 66.7%. The 5 to 14 group showed a drop 
of 20.4%, 78 deaths compared with 1951’s 98. In the 
15 to 35 group, there were 364 deaths, up 12.3% over 
1951; 222 deaths in the 36 to 54 group, up 7.8%; 99 
were killed in the 55 to 64 group, an increase of 3.1%; 
oor 172 deaths in the 65-plus group, a decrease of 
44%, 


The number of pedestrians killed showed a decrease 
of 6.8%, from 339 to 316. Passengers killed increased 
15.2%, from 302 to 348; 286 drivers died, up 14.8% 
from 249. There were 29 bicycle riders killed, compared 
with 35 the year before, and 22 motorcycle drivers in- 
stead of 17 in 1951. 

There were 422 level crossing accidents, killing 50 
and injuring 118. 


COMMITTEE OF WORLD HEALTH 
ASSEMBLY RECOMMENDS SPECIAL 
RETIREMENT BENEFIT FOR DR. 
CHISHOLM, RETIRING DIRECTOR- 
GENERAL OF WORLD HEALTH 
ORGANIZATION 


The Committee on Administration, Finance and Legal 
Matters of the World Health Assembly, now meeting in 
Geneva, completed its work today by recommending that 
a special annual retirement benefit be paid to Dr. Brock 
Chisolm. Dr. Chisholm will retire as Director-General of 
the World Health Organization on July 21, 1953 when 
his 5-year term is completed. The special retirement 
benefit will be in addition to the pension Dr. Chisholm 
will receive from the United Nations Joint Pension Fund 
making his total pension $5,000 a year. 


WORLD HEALTH ASSEMBLY 
COMMITTEE EXAMINES FINANCIAL 
POSITION 


The financial position of the World Health Organiza- 
tion is wholesome insofar as its regular budget is con- 
cerned, stated Mr. Milton P. Sie oT Amieaat Director- 
General of WHO in charge of the Division of Admin- 
istration and Finance. Speaking at the opening session 
of the Assembly's Committee on Administration, 
Financial and Legal Matters, Mr. Siegel drew attention 
to the fact that 95% of the contributions for 1952 had 
been collected from active Members during that year. 
He pointed out that only 1.71% of the working capital 
fund was outstanding as of April 30. 


In his statement to the Committee, Mr. Siegel re- 
vealed the serious financial situation that has arisen in 
financing the expanded Technical Assistance Program of 
WHO for 1953. “This situation was brought to the at- 
tention of WHO only in November, 1952,” he said. The 
goal for projects set by the United General Assembly 
amounting to 25 million dollars, had not been reached 
by approximately 4 million when countries participating 
in the Program announced their pledges at the Technical 
Assistance Conference last February, Mr. Siegel con- 
tinued. He pointed out that curtailment of these funds 
obliges WHO to postpone new Technical Assistance 
activities wherever possible, as well as some programs 
planned under the regular funds of WHO. 





Canad. M. A. J. 
July 1953, vol. 69 


SERVICE TO CANCER PATIENTS 
SURVEYED IN REPORT 


Aid to cancer patients where needed assistance is 
not available from other agencies is one of the services 
given by the Canadian Cancer Society. A detailed report 
of the welfare services undertaken by the provincial 
Divisions, presented at the last meeting of the Board of 
Directors of the Society, indicates that service activities 
are es but steadily growing. 


In 1951, the year under survey, the Divisions’ welfare 
expenditures were as follows: 
NG: Sas aah ve oo Gk Le wes S42 $ 63,353 
NE. Ouvkbuk werk 1ead ee dewn Ke’ 55,605 
NS So eimai RE 46,373 
er 23,510 
DE AMMEN? Neos 5d. S Sorts 1a. sl war svare een 13,820 
Wie SIRBIEROWEE ons oe Scone apenas 10,042 
NN OORT TCT TTY 4,998 


Prince Edward Island does not participate in a welfare 
program, and in 1951 Newfoundland Division did not 
have welfare expenditures. 

The largest single welfare activity is the preparation 
and distribution of cancer dressings. It is also the activity 
in which the largest number of lay pores in Canada 
come into direct personal contact with the Society. In 1951 
the number of dressings supplied was 1,996,035, at a cost 
of $62,588. The extremely low cost of about three cents 
per dressing is due to the voluntary nature of the labour 
involved. 

Transportation of known or suspected cancer patients 
from their home to the nearest appropriate cancer diag- 
nosis or treatment clinic is paid for by many Divisions. In 
1951 patients numbering 1,375 were transported at a 
total cost of $19,126. Divisions accept responsibility for 
transportation cost under varying conditions, but an un- 
varying principle is that diagnosis or treatment must not 
be delayed by any confusion of responsibility. If dis- 
agreement over responsibility arises among authorities 
normally liable for transportation costs, the Society steps 
in to avert any delay which may lessen a patient’s chance 
of cure. 

A number of Divisions meet the cost, wholly or in 
part, of boarding or nursing home care in appropriate 
cases. This need arises both when a patient must be 
away from home while receiving treatment, and in cases 
where a patient cannot conveniently be cared for at 
home during the illness. In 1951 the sum of $16,059 
was devoted to this purpose on behalf of 432 patients. 

Five of the Divisions help patients with the cost of 
drugs when these are not available from other established 
welfare organizations. In 1951 the cost was $15,583. 
Four Divisions help with the cost of a housekeeper or 
practical nurse in cases where the illness of a member of 
the family, usually the mother, means that the household 
could not continue to run without outside aid. In 1951 
housekeeper aid was given to 309 families at a cost of 
$18,951. 

The nursing of cancer patients in cases where a mem- 
ber of the family capable of doing it is not available, 
or where the family cannot afford to engage a nurse, is 
normally the responsibility of local welfare authorities. 
But, again, there are many cases in which the need 
exists but cannot be met for one reason or another. In 
such cases various. Divisions of the Canadian Cancer 
Society step in with funds for nursing services. In the 
year under review, 903 patients received nursing care, 
at a cost of $8,615. 

Some Divisions and units operate loan cupboards 
which make special sick-room equipment available. Per- 
haps the most important type of equipment are special 
beds which make the nursing of patients more con- 
venient. 


OLD AGE ASSISTANCE IN 
1952-53 TOTALS $19,000,000 


The federal government’s share in old age assistance 
payments for needy persons between the ages of 65 and 
69 totalled $19,128,837 in the fiscal year which ended on 
March 31. The federal and provincial governments share 
the cost of old age assistance on a 50-50 basis up to a 


(Continued on page 74 of the advertising section) 
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Chloral Hydrate Solution Squibb 


fast-acting hypnotic 

leaves no morning hangover 

affects no vital functions 

not contraindicated in heart, liver or kidney disease 
preliminary excitement is rare 

addiction, tolerance and cumulation are unlikely 
devoid of odor and taste of chloral 


SQUIBB-----------—--------------------- 


NOCTEC SOLUTION (aromatic, orange-flavored) 
supplies 74 grains of chloral hydrate 
per teaspoonful (5 cc.) 16 oz. & 80 oz. 


*““NOCTEC’’ IS A REGISTERED TRADEMARK OF E. R. SQUIBB & SONS OF CANADA, LIMITED, 2245 VIAU STREET, MONTREAL. 





NEWS AND NOTES 
(Continued from page 72 of the advertising section) 


maximum of $40 per month, except in Newfoundland 
where the maximum monthly payment is $30. 

Federal contributions by provinces in the past fiscal 
year were: British Columbia $1,701,854; Alberta 
$967,948; Saskatchewan $997,396; Manitoba $1,036,021; 
Ontario $4,586,572; Quebec $6,927,593; New Brunswick 
$1,113,921; Nova Scotia $893,059; Prince Edward 
Island $66,313; Newfoundland $833,898; Northwest 
Territories $4,257. 

At the end of March 87,675 persons were receiving 
assistance distributed among the provinces as follows: 
British Columbia 7,685; Alberta 4,688; Saskatchewan 
4,206; Manitoba 4,400; Ontario 20,401; Quebec 30,490; 
New Brunswick 5,371; Nova Scotia 4,789; Prince 
Edward Island 551; Newfoundland 5,037; Northwest 
Territories 57. 


NARCOTIC ADDICTION STUDY 
PLANNED FOR BRITISH COLUMBIA 


A research program designed to find improved ways 
of treating and preventing narcotic addiction is to be 
undertaken in British Columbia with the support of a 
federal health grant. The study arises from a recom- 
mendation by the Community Chest and Council of 
Greater Vancouver and will be carried out under the 
direction of a committee of scientists from the University 
of British Columbia. 

The plan involves organization of a research team to 
conduct a battery of interviews, tests and examinations. 
These will be set up to determine the principal personal 
and physiological characteristics of a group of addicts 
now in Oakalla jail and to assess the effect of economic 
and sociological conditions and family environment in 
causing addiction. A suitable group of non-addicts will 
also be surveyed in the same way to provide a contrast- 
inf or “control” group. Special emphasis will be placed 
on the study of young persons ee 
addicts. 

The data gathered from the two groups of addicts and 
non-addicts will be analyzed and interpreted in an 
effort to find methods of treatment. A careful study of 
the underlying factors which led to addiction will serve 
as a guide for preventive measures of various kinds. 
When the survey is complete and the conclusions drawn, 
the research group hopes to test the truth of its con- 
clusions by a program of treatment and rehabilitation. 

Development of the plan for this research has been a 
co-operative undertaking involving many agencies. The 
university committee on drug addiction research was 
temporarily chaired by Dr. J. G. Foulks, professor of 
pharmacology. The permanent chairman is Dr. W. D. 
Ross, professor of psychiatry, with the other members 
including the heads of the departments of pharmacology, 
clinical medicine, preventive medicine and biochemistry 
from the medical faculty, the School of Social Work, and 
the departments of psychology, economics and sociology. 
The co-operation of the attorney-general’s department 
has been assured, and the plan was thoroughly studied 
by the provincial health department. 

The federal grant this year will be $13,500, most of 
which will be used for salaries of a clinical psychologist 
and two psychiatric social workers who will give full 
time to the study. 


The national birth total in the U.S. continued to rise 
during the first three months of 1953, after setting a 
new annual record of 3,889,000 registered and un- 
registered births in 1952, according to vital statistics 
estimates released in June bv the Public Health Service 
of the Department of Health, Education, and Welfare. 
Births during the first quarter of 1953 were running 
about 29,000 ahead of the same period last year, an 
increase of 3%. March was the tenth consecutive month 
in which the estimated total births topped corresponding 
monthly figures for the previous year. 

The level of births for the first three months is at an 
annual rate of 25 live births per 1,000 population. This 
is slightly higher than the birth rate for the first quarter 
of 1952. 





ave recently become .- 





Canad. M. A. J. 
July 1953, vol. 69 






Since the end of World War II, more children have 
been born every year than in any wartime or prewar 
ee From 2,858,000 of registered and unregistered live 

irths estimated tor 1945, the total soared to 3,817,000 
in 1947. After dropping to a slightly lower level for the 
next three years, birth totals reached a new high in 
1951 and broke the record again in 1952. 


INHERITANCE FACTOR IN CEREBRAL 
PALSY BEING STUDIED AT HOSPITAL 
FOR SICK CHILDREN 


The importance of inheritance as a factor in causing 
cerebral palsy is being investigated at the Hospital for 
Sick Children, Toronto, with the financial support of a 
federal health grant. The study is being carried out by 
James R. Miller, research assistant in human genetics, 
under the direction of Dr. Norma F. Walker, director 
of the department of genetics, Hospital for Sick Chil- 
dren, and with the co-operation of i hospital’s neuro- 
logical division, the cerebral palsy department of the 
Children’s Hospital, Buffalo, N.Y., and units of the 
Ontario Society for Crippled Children in London and 
Waterloo. 

At present, cerebral palsy is believed to be caused 
primarily by abnormal conditions at the time of birth, 
but, during the past 10 years, there has been an in- 
creased interest in the pre-natal development of cerebral 
palsy patients to determine whether or not a disturbance 
of growth occurred in these individuals prior to birth. 

The research involves study of 150 family groups into 
which a child with -cerebral palsy has been born; the 
assembly of detailed family histories; checks of such 
documents as hospital: records, medical examinations 
and birth and death records; and comparisons by means 
of dermatoglyphics of the pattern of fetal growth of each 
patient with that of his relatives. An attempt will be 
made to find out if cerebral palsy or related conditions 
repeat themselves within a family group to determine 
whether genetic factors are involved and, if so, how 
they are inherited. An analysis will also be made of non- 
genetic factors related to this problem. 

The desirability of a study of the genetic factors in 
cerebral palsy has been suggested by medical researchers 
in the United Kingdom and the United States, but the 
Toronto study is believed to be the first of its kind to 
be undertaken. If the study should indicate that the 
cause of cerebral palsy lies in some factor present before 
birth, then new methods of prevention will have to be 
worked out. 

Cost of the study is estimated at $2,300. 


FEDERAL GRANT AIDS RESEARCH 
AT INSTITUTE OF PATHOLOGY, 
HALIFAX 


Nova Scotia’s Department of Public Health is under- 
taking an extensive review of its laboratory records to 
determine whether or not bacterial strains are develop- 
ing which are resistant to one or more of the anti- 
biotics. A federal grant to assist in getting the study 
under way has been announced. The research will be 
directed by Dr. Roger W. Reed, provincial bacteriologist 
at the Institute of Pathology, Halifax. 

There is a growing concern among physicians and 
laboratory workers about the appearance of bacterial 
strains resistant to one or more antibiotics. Preliminary 
studies, comparing results obtained in 1952 with those 
in the same period in 1951, show a change in the pre- 
dominant bacteria found in urinary infections and also 
a marked increase in the number of strains of the second 
group of bacteria resistant to aureomycin. The research 
involves a study of about 7,000 antibiotic sensitivity 
tests done in the Halifax clinical laboratory over the 
past two vears and continuation of the research for at 
least another three years. The record system to be set 
up will make it possible to provide a regional appraisal 
of the trend toward resistance of any bacterium to any 
antibiotic and to relate this to the site of infection and 
to whether or not the infection was acquired prior to 
or during hospitalization. 
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Enter INTRADEX' 


another Medical discovery 


















from Britain 






saves time — saves lives 


t 6% solution of DEXTRAN in normal saline 


@ can be given immediately to restore blood-volume; no need 
to await “‘cross-matching”’. 


eis sterile, non-antigenic, non-pyrogenic; is not retained 
in the body tissues. 


e@ stable at room temperature; sets new standards in transfusion costs, too. . 


INTRADEX 


THE BLOOD-VOLUME EXPANDER 


in bottles of 540 cc. 


also available: Intradex ‘Salt-Free’ and ‘Salt-Free’ with Glucose 
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NEWS AND NOTES 
(Continued from page 74 of the advertising section) 


$869,500 ALLOTTED IN ONTARIO FOR 
HOSPITALS, NURSES’ RESIDENCES 


More than $774,000 have just been allotted by the 
federal government to help meet the costs of enlarging 
the Ontario hospitals in Toronto, Orillia and Brockville, 
and $95,500 have been earmarked toward the cost of 
nurses’ residences for hospitals in Toronto and St. Cath- 
arines. At the Ontario Hospital, Toronto, an existing 
building has been converted to provide space for 41 
more patients, and a new unit is being started this 
year to provide accommodation for 100 patients. The 
federal grants toward these projects total more than 
$174,000. 

A federal grant of $330,000 has been set aside for 
the Ontario Hospital, Orillia, where construction of a 
dormitory building and an isolation building is scheduled 
for this year to provide accommodation for 220 addi- 
tional patients. 

At the Ontario Hospital, Brockville, an extensive pro- 
gram of renovation and expansion is now under way, 
including the provision of better x-ray and laboratory 
services, modern kitchens, fireproofing, the renovation 
of existing wards, and new construction to accommodate 
larger numbers of patients. A federal grant of $270,000 
has been approved toward the cost of the first phase of 
the building program. Additional grants may be made 
later as the building program progresses. 

The Ontario hospitals are operated by the Provincial 
Department of Health which is meeting the building 
costs not covered by the federal grants. Federal aid for 
nurses’ residences has been approved for the Hospital 
for Sick Children, Toronto, and for the Niagara Penin- 
sula Sanatorium, St. Catharines. The former receives 
$92,194 and the latter $3,378. 





UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


GRADUATE STUDIES IN THE 
CLINICAL SPECIALTIES AND 
BASIC MEDICAL SCIENCES 


Eight Month Courses Beginning September 28, 1953 


Basic Medical Sciences Orthopedics 
Dermatology Otolaryngology 
Gastroenterology Pediatrics 
Gynecology-Obstetrics Physical Medicine 
Internal Medicine Radiology 
Neurology-Psychiatry Surgery 
Ophthalmology Urology 


Following completion of the above basic courses students 
may become candidates for the degree of M.Sc. (Med.) 


For information on these and other courses address: 


The Dean, Graduate School of Medicine, Room 235 
University of Pennsylvania, Philadelphia 4, Pa. 
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MEDICAL WOMEN’S CLUB 


The organization of a club of medical women was 
recently completed in Ottawa. The group of women 
doctors is composed of 22 members representing 15 
recognized schools of medicine on the North American 
and European continents. 


The main purpose of the club is to form a common 
meeting ground for women doctors and medical students 
of different backgrounds where there can be an ex- 
change of ideas and information, as well as a promo- 
tion of fellowship. The establishment of a bursary for 
women students in Ottawa is also contemplated. 


Meetings are held monthly October through June. 
At the recent meeting the following officers were 
elected: President, Dr. Lorna Miskelly; Vice-president, 
Dr. Sheena Dobie; Secretary-Treasurer, Dr. Isabel 
Lauder; Program Convener, Dr. Wilma Stewart; 
Scholarship Convener, Dr. Anna W. Sharpe. 


Dr. Sharpe has been acting president during the 
organization period of the club. 


PROVIDE COMPENSATION FOR B.C. 
CIVIL DEFENCE WORKERS 


Cost of extending full benefits of the provincial Work- 
men’s Compensation Act to British Columbia’s civil 
defence workers who may be injured on training or 
exercises is to be shared equally by the federal and 
provincial governments. 

The agreement is similar to one made in Ontario, 
arising from Ottawa’s offer to share costs of compensa- 
tion which the provinees might agree to pay to anyone 
killed or weed while serving in official civil defence 
organizations. 

Civil defence officials expect that other provinces will 
take advantage of the compensation cost-sharing plan 
as they have of other offers of federal assistance with 
expenditures for such civil defence projects as develop- 
ment and training of disaster preparedness services, the 
purchase of equipment, etc. Officials also believe that 
such agreements are valuable aids to recruiting civil 
defence workers. 

The British Columbia agreement covers persons train- 
ing for, as well as actually engaged in, civil defence 
work. This is defined as “all measures, other than 
military, carried out under the direction of the provincial 
director of civil defence of any local civil defence 
authority, designed or intended to protect and preserve 
life, property and public services against any form of 
enemy attack and minimize damage therefrom, and in- 
cludes training.” 


UNIVERSITY OF WESTERN ONTARIO 
TO STUDY SOCIAL FACTORS IN 
MENTAL ILLNESS 


A study of the social factors in mental illness is to be 
undertaken at the medical school of the University of 
Western Ontario, London, Ont., with the support of a 
federal health grant. The research will be directed by 
Dr. G. E. Hobbs, head of the department of clinical 
preventive medicine, assisted by James M. Wanklin, full- 
time senior research assistant, and also by a junior re- 
search assistant and a statistical clerk, working part- 
time. 


The study, expected to take several years to complete, 
will for the first year be experimental to determine the 
best means of measuring the social variables which may 
influence the outcome or the illness of a patient admitted 
to a mental hospital for the first time. At the outset the 
research will be concentrated on a sample of patients 
from Western Ontario who were first admitted to hos- 
pital between 1940 and 1942 and will record all avail- 
able information on their social background at the time 
of admission and at the time of discharge. 

Dr. Hobbs has already done considerable work on the 
social factors involved in the incidence of mental disease, 
and the new study now Poe will extend this a step 


further. Cost of the work for the current year will be 
about $3,800. 





